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Urertne hemorrhage in patients at, or near the menopause, is a 
subject calling for careful consideration. It is often the sign of 
malignant disease, and too much importance cannot be attached to 
this, because the only hope for treating such cases successfully lies 
in early operation, 7.e., operation done at a time when bleeding is the 
only symptom. Once pain or fetid discharge are present the chance 
of a successful operation has been lost. This fact cannot be too 
strongly impressed on the lay mind, so as to lead patients suffering 
from irregular or too free bleeding to seek early advice. Fortunately, 
it is only in a certain proportion of these cases that cancer will be 
found, and the cause of hemorrhage in others is hard to explain. IL 
am not referring to cases associated with abortion, but those in which 
this cause can be excluded. 

The case which I now record throws light on a cause of profuse 
bleeding, which has not received sufficient attention. ‘Lhe clinical 
facts are as follows : — 

Mrs. M., aged 46, xi.-para, has been a very healthy woman all 
her life, till within 4} months of admission to hospital. ‘here is 
no history of Bright’s disease, rheumatism, or syphilis in herself, or 
in other members of her family. She is not an abstainer, but has 
never taken alcohol regularly or in excess. 

She has had nine full-time children and two miscarriages—one 
at six weeks, and one at three months. These miscarriages occurred 
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after the birth of the 4th or 5th child, and her first labour occurred 
when she was 19, and the last when she was 43. 

Before her first child was born, her menstrual periods lasted for 
from 2—3 days, and subsequently for from 4—5 days, the amount 
never being profuse. During the past year they have been more 
prolonged, often lasting for a week; and the amount lost, especially 
on the first two days, has been excessive. There were never any 
clots in the discharge. The periods always recurred regularly every 
28 days, until 19 weeks before admission to hospital, when a severe 
hemorrhage began on the day of her expected period, which, instead 
of ceasing at the end of the week, continued for 16 weeks. During 
this time there was hemorrhage every day, but it varied in quantity 
at different times; some days there would be a mere show, on others 
severe flooding, which confined her to bed, and left her weak and 
shaky for days afterwards. She allowed this to go on for 12 weeks 
without consulting her medical adviser. His first prescription had 
no effect, but later on he gave her medicine which apparently stopped 
the hemorrhage for the three weeks previous to her admission to 
hospital. 

On admission patient was found to be markedly anemic and 
cachetic, her appearance suggesting malignant disease. ‘Though 
fairly well nourished, she was weak, and unable for exertion, owing 
to the state of her circulation. Pulse, small and feeble, varied 
from 84 to 90, and there was a systolic murmur over the mitral and 
pulmonary areas. It was ascertained subsequently that there was no 
perceptible thickening in the wall of the radial artery, that the 
temporal arteries were not thickened or tortuous, and that there was 
no enlargement, either of the left or right side of the heart. 
Examination of the pelvic organs showed the os uteri to be directed 
downwards and backwards, and patulous, admitting the tip of the 
finger easily. The cervix, while enlarged, showed no signs of 
malignant disease; the body of the uterus was enlarged, irregular in 
shape, and about four inches in vertical measurement. It was of 
firm consistence, anteflexed, and freely movable. ‘The examining 
finger was stained with blood. As the patient was not in a fit 
state to stand a preliminary curetting, it was decided to perform 
hysterectomy as soon as she was able for it. The operation was done 
a week after admission. Owing to the size of the uterus, the 
abdominal route was chosen. By the advice of Professor Simpson, 
who kindly assisted me at the operation, pan-hysterectomy was done. 
Owing to the enlargement of the uterus, as well as the previous 
history of the case, we expected to find a malignant condition of the 
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body of the uterus, so the cervix also was removed. ‘The patient 
stood the operation well, but convalescence was delayed by an attack 
of phlebitis in the left leg, which showed itself on the 12th day. 
On the fifth day, and subsequently, there was a slight rise in 
temperature, occasionally touching 100°; on the 12th day it rose 
to 101°5°, on the 13th, to 102°. It was at first thought that this 
might be due to a suppurating stitch-hole in the abdominal incision ; 
but on the 12th day pain and swelling developed in the left leg, 
due to phlebitis. This retarded her convalescence, and it was four 
weeks before she was able to get up. She went home seven weeks 
after the operation, feeling well. 

For the following description of the parts removed I am indebted 
to Dr. B. P. Watson, who has examined them for me in the 
Laboratory of the Royal College of Physicians : — 

“The specimen consists of uterus and cervix, together with the 
appendages on both sides. Externally, the uterus looks healthy, 
except that it is enlarged, measuring 9°5cm. in length, and 6cm. 
in breadth at the insertion of the Fallopian tubes. The right ovary 
is enlarged to the size of a pigeon’s egg by cystic degeneration. 
On section, two blood-cysts are found, one large and the other small, 
and both containing fluid blood. There is very little ovarian 
substance left. The left ovary is small and sclerosed, and shows on 
section one or two bright yellow spots, about the size of a pin’s head. 
Both tubes look healthy, except that they are studded here and there 
with sub-peritoneal cysts. In each broad ligament below the tube 
is a plexus of wide vessels with markedly thickened walls, which 
anastomose freely with each other. One of these flattened-out vessels 
measures 0°5cm. in diameter; they stand out distinctly from the 
parovarium, which is rather small. On the left side is a large 
hydatid of Morgagni. 

“On laying open the uterus, its walls are seen to be thick and hard, 
measuring 2°5 cm. in thickness in the middle of the body; from the 
cut surface the vessels stand out prominently, and have apparently 
thickened walls. They are most marked in the outer thifd of the 
wall. The mucosa is smooth and healthy-looking, but paler than 
normal. There is a small blood-clot at each tube corner, but other- 
wise the cavity is empty. The cervix is quite healthy. 

“ Microscopic Examination. Section from middle of uterine body. 

“Mucous Membrane. This measures 1mm. in thickness on an 
average, but at one or two places it dips down rather more deeply into 
the muscular wall. The lining epithelium is in most places intact, 


consisting of the usual single layer of columnar cells. The absence 
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of these cells, at certain places, is probably due to faults in the 
preparation of the specimen. The uterine glands are normal in 
appearance; there is no tendency to proliferation of the epithelium 
lining them, and no increase in their number. At one or two places 
they dip rather deeply into the muscular wall, but not more so than 
is often seen normally, and in none of these areas is there any 
epithelial proliferation. The inter-glandular tissue shows a very 
marked infiltration with small round cells. Towards the free surface 
the tissue is loose and open, and at one point is infiltrated with red- 
blood corpuscles; this area is small in extent and the amount of blood 
effusion is trifling. In the deeper parts of the mucosa, and especially 
near the muscular wall, the tissue becomes denser and more fibrous, » 
and at places shows a tendency to a whorled arrangement, this being 
more marked round the glands and blood-vessels. 

“The vessels of the mucosa show very striking changes. Looking 
at a section under a low power one is at once struck with the large 
number of vessels in the field, and the ease with which, owing to the 
thickness of their walls, they can be seen. This is very well brought 
out by Fig. 1. The walls of the capillaries, instead of consisting 
practically of a layer of endothelium are thickened by a deposition 
round this layer of concentric lamelle of fibrous tissue with well- 
stained nuclei (Fig. 1). In some of the vessels the thickening is of 
a hyaline character, the wall taking on a uniform stain with eosine; 
the nuclei are very far apart. Fig. 2 shows this very well. This vessel 
is situated in a piece of mucosa dipping into the muscular wall. 
When seen in longitudinal section the vessels are tortuous, which 
may account to some extent for the apparent increase in their number 
in transverse section. Some of these thickened vessels can be seen 
running up to the free surface of the mucosa. While the vast 
majority of the capillaries of the mucosa show these obvious signs of 
disease, there are others which are apparently healthy, with extremely 
thin walls, and lining of a single layer of endothelium. It is note- 
worthy that the lumina of these vessels are larger in many cases than 
those of the diseased ones. 

“Muscular Coat. There is no obvious change in the muscular 
fibres, but a slight excess of fibrous tissue. At a point about the 
middle of the wall a small area is infiltrated with leucocytes. The 
vessels are increased in number and the arterial walls very consider- 
ably thickened. This thickening is, in most cases, due to an increase in 
the middle, and to a less extent, in the outer coat (Fig. 3). In some 
the inner coat is also irregularly thickened, distorting and contracting 
the lumen (Fig. 4); in some of the smaller arteries there is a hyaline 
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Fic. 1.—Mucous membrane from middle of uterine 
body, showing the small-celled infiltration, the normal 
appearance of the glands, and the increase in number 


and marked thickening of the walls of the capillaries. 


Fic. 2.—Another area of the mucous membrane, 
showing the very marked thickening of one of the 
capillaries. Note the concentric arrangement of the 
fibres. (250). 
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Fic. 3.—Vessel in the middle third of the muscular 
wall, showing thickening of the media, and to a less 


extent of the adventitia. (x50). 


Fic. 4.—Vessel in the middle third of the muscular 
wall, showing thickening of media and_ irregular 
thickening of the intima. (X50). 
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degeneration. These changes are most marked in the inner and 
middle thirds of the wall. In the cervix the vessels are increased in 
number, and there is no special thickening of the walls. The glands 
here are healthy. 

“Uterine Artery. A section of this vessel, as it enters the wall of 
the uterus, shows very little change from normal, the only noticeable 
feature being the way in which the internal elastic lamina seems to 
be broken up into a large number of strands. There is no thickening 
of the intima or of the tunica media. 

“The vessels in the broad ligament have thick walls. At a single 
point in one of them there is commencing calcareous degeneration of 
the intima. This is the only area of calcification noted in any of the 
vessels. The middle coat is very thick, and makes up the greater 
part of the wall.” 


The first case I can find in the literature resembling this one is 
recorded by Pichevin and Petit. The patient, aged 41, had an 
attack of typhoid fever 11 years previously, followed by menorrhagia, 
after which came a normal confinement followed by regular menstrua- 
tion. Two years later she had another child; there was hemorrhage 
during the early months of pregnancy, and subsequently a tendency 
to menorrhagia, which was followed by regular menstruation for a 
year. The hemorrhage then returned to such an extent that 
hysterectomy was performed, the diagnosis being uterine fibroid. 
The uterus, when removed, showed an increase in its walls to three 
times the normal thickness, but no evidence of fibroid or malignant 
disease. The mucosa was healthy, but the blood-vessels of the 
muscular wall, especially its middle section, were increased in number 
and thickness through abnormal development of the perivascular 
connective tissue. Patches of embryonic connective tissue were also 
noted in the walls, with dilatation of lymphatics. 

Two years later Reinecke? reported four cases of hysterectomy for 
hemorrhage in patients aged 40, 43 and 45. Microscopic examination 
showed in all cases a uterine mucosa with normal glands, but with in- 
filtration of small cells in the inter-glandular tissue; and in two cases 
the capillaries and small arteries were thickened—in one case all the 
three coats, in the other the tunica media, and to a smaller extent the 
adventitia. In the other two cases, the vessels of the muscular wall 
alone showed a remarkable thickening of the tunica media, and to a 
lesser extent of the adventitia, the intima remaining unchanged. 
The changes in the vessels he compares to that described by Saville? 
in the coronary arteries of the heart. It is an arterio-sclerosis, and 
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related to the age of the patient. No other cause, such as alcohol or 
syphilis, could be traced, and there was no affection of the arteries 
elsewhere. The connective tissue changes he regards as secondary, the 
muscular tissue of the uterus being replaced in parts by connective 
tissue as the result of the circulatory changes. 

Writing in the British Medical Journal for 1899, Bland Sutton 4 
says :—‘‘ Amongst these [conditions] there is one to which sufficient 
attention has not been given; its leading features are these: the 
subjects are usually mothers between 35 and 45 years, complaining 
of menorrhagia, which in some cases lasts from 14 to 18 days, and at 
times is so profuse as nearly to bleed them to death. When the 
uterine canal is dilated artificially the cervix tears rather than 
stretches, and the endometrium is quite smooth, but the walls of the 
uterus are hard and resisting, and the curette makes a harsh, grating 
sound in passing over it. 

“Curetting arrests the bleeding for a few months. In the first 
case of this kind which seriously attracted my attention, the patient 
had been curetted by obstetric physicians 7 times. After very 
careful consideration, I proposed removal of the uterus, but at a 
consultation with very competent advisers, complete odphorectomy 
was recommended and carried out. The menorrhagia continued 
unabated, and two years later it became absolutely necessary to 
perform vaginal hysterectomy. Convalescence was slow, but in the 
end a complete return to permanent good health and vigour was the 
consequence. Two other examples have come under my care, in 
which long-continued drug treatment, varied with annual and 
bi-annual curettings, had failed in the hands of physicians; in 
each I removed the uterus by the vaginal route with success and 
permanent good consequences. 

“In these three cases the uterus was larger than normal, with 
thick, tough walls. On section the arteries stand out, prominently 
exposing their thickened coats. Microscopically, it is seen that the 
muscle tissue is replaced by an abnormal growth of fibrous tissue. 
Judging from the history of these cases, I take the view that these 
fibrotic changes are secondary to chronic infective metritis, and are 
analogous to that curious fibroid change (syphilitic) which occurs in 
the muscle tissue of the heart, and which entails consequences so 
serious as 3udden death.” 

Pozzi> has described two cases, both of the patients younger than 
those already mentioned. His first was 34, a v.-para, two children 
being dead-born, and one an abortion. Nine months before operation 
she began to have considerable loss, the discharge occurring twice a 
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month. Four months before, she had had abdominal pain in the left 
iliac fossa, which was worse before the discharge. From the uterine 
enlargement it was supposed to be a small fibroid, and hysterectomy 
was performed. A plate is given, showing the vessels under a low 
(100 diameters) and high power (250 and 500 diameters). ‘There is 
an increase of the elastic fibre which is seen gradually to replace the 
muscular coat; sometimes there is an elastic thickening only on one 
side, or it forms a more or less complete ring, replacing, in whole 
or in part, the muscular wall. It also extends into the connective 
tissue around the vessels, and breaks up the muscular bundles. The 
process, which is most marked in the larger arteries and veins, affects 
also the small capillaries and the lymphatics. The mucosa shows 
only dilatation of some of the glands; the lymphatics are dilated at 
the junction of the mucosa and muscular wall. 

The second patient was also a v.-para, aged 30, the last child 
being born 23 years previously. Since then she had had abdominal 
pain, and for the last 18 months menstruation had lasted 8—10 days. 
She was curetted without benefit, and hysterectomy was performed. 
The uterus was increased to twice its size, and on section had a 
cribriform appearance. The walls were extremely vascular, the 
arteries standing out in a ring of connective tissue, which separated 
them from the muscular tissue around. The mucosa is thickened, 
and composed of an embryonic tissue; the cylindrical epithelium has 
completely disappeared; the uterine glands are moderately dilated, 
and preserve their epithelium. The arteries show partial loss of the 
endothelium; the sub-epithelial tissue is replaced by elastic fibres; 
the muscular coat is invaded by elastic tissue, which in part replaces 
it entirely. The adventitia is greatly hypertrophied, and extends 
outwards in islands. The veins show similar lesions, only containing 
less muscular fibre; the elastic elements have found less obstacle, 
and show a remarkable development which keeps the veins gaping. 
The lymphatics show an increased formation of elastic tissue round 
them. The connective tissue is increased through the whole substance 
of the uterus. 

One more case has been recorded by Simmonds ® of hysterectomy 
in a woman, of 54 years of age, performed for continuous hemorrhage, 
which had resisted other treatment, and where the only pathological 
change found was marked sclerosis of the uterine artery. Perhaps 
we should also include a case reported by Morisani,’ where he had 
to extirpate the uterus on account of hemorrhage in a patient with 
a history of syphilis. The microscopic examination showed, in 
addition to numerous extravasations, proliferation of the connective 
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tissue, and advanced degeneration of the blood-vessels, which he 
describes as angio-sclerosis, and regards as a manifestation of old- 
standing syphilis. 

These cases, which are all that I have been able to gather from 
the literature, have this in common, that the walls of the vessel are 
thickened, but in different ways. In Reinecke’s cases there was 
hypertrophy both of the muscular tissue and fibrous tissue; in Bland- 
Sutton’s, Pichevin’s and my own, there was increase of fibrous tissue, 
while Pozzi describes an increase of elastic tissue. How this 
thickening is brought about is not plain. Bland-Sutton attributes 
it to an infective chronic metritis. The fact that in some cases 
the uterine vessels are alone affected suggests that it is a process 
extending upwards from the uterus. And in a case of sclerosis 
limited to these vessels in a patient suffering from tuberculous 
peritonitis, Miillerheim * asks whether there may not be an etiological 
connection between the two. 


On the other hand, were it due to this cause we should expect to 
find it more frequently, and there would be no reason for its occurring 
in advanced life. There is a great divergence of opinion among 
pathologists as to the etiology of sclerosis, and even as to its nature, 
and we must leave them to settle this point. The age of the patients 
shows that senile changes are a more important factor than infection. 


It is important to note that in none of the patients was the 
menopause established. Arterio-sclerosis after the menopause has 
been frequently described, but never as accompanied by serious 
hemorrhage. One of the most frequent conditions found post-mortem 
in the uterus of elderly women, is hemorrhage into the endometrium 
and muscular wall, with sclerosis of the uterine artery. The con- 
dition is thus described by Klob®: “ Hemorrhage into the tissue of 
the uterus develops principally in old women, and has been named 
apoplexia uteri by Cruveilhier. In this condition the whole uterus 
is in a state of senile atrophy ; it becomes flaccid and friable, the rigid 
arteries projecting from the surface of cut sections like whitish stumps 
which have not retracted. The mucous membrane of the posterior 
wall especially (and sometimes exclusively), and the tissue of the 
uterus underneath, though never to any considerable depth, appear 
to some extent, and occasionally wholly, reddish-black, friable and 
changed into a uniform mass resembling clotted blood. Cruveilhier 
differentiates, according to the thickness of the affected layers, three 
kinds or degrees of the affection, and states that, if the hemorrhage 
extends beyond the mucous membrane into the uterine substance, 
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hypertrophy of the latter is always present; this statement I have 
never been able to substantiate. 

“ Occasionally in this affection blood-clots are found in the cavity 
of the uterus, but I remember cases where a slight hydrometra was 
present simultaneously with an accumulation of tough mucus, which 
showed not the slightest trace of an admixture of blood; a proof that 
the hemorrhage took place entirely in the parenchyma. The mucous 
membrane of the cervix and of the vaginal portion never participates 
in this disease.” 

In a case of Herxheimers,!° quoted by Palmer Findley, as one of 
apoplexia uteri, there was plugging of the uterine and vaginal 
arteries, which seems to have been due to embolism rather than 
sclerosis. 

In the more recent literature on this subject I find that Popoff,4 
describes it in a patient aged 40, in whom there were hemorrhagic 
infarctions in the substance of the uterus, with endarteritis and 
calcareous degeneration of the uterine artery. Both uterine arteries 
were also plugged by thrombi, and Popoff attributes the hemorrhagic 
infarction to embolism or thrombosis of the uterine vessels, and says 
that the changes in the uterus can only arise when the closure of the 
vessel is rapid, bi-lateral and simultaneous. This is a different process 
from a slowly progressing sclerosis. 

Von Kahlden !? describes eight cases, all in advanced life, the ages 
and cause of death, or chief lesion found post-mortem, being as 
follows: At 75 from pneumonia, at 75 from endocarditis, at 52 from 
cancer of the gall bladder with metastases, at 66 from fatty heart, 
at 75 from bronchitis, at 76 from bronchitis and emphysema, at 83 
from senile changes in all the organs, at 87 from pneumonia. To 
these cases of von Kahlden we may add two reported by Dittrich,!° in 
patients aged 65 and 63, who died from affections of the lungs. 

Palmer Findley,'4 in his interesting paper on arterio-sclerosis, 
puts these cases alongside of Reinecke’s. But they differ in these 
three features: the patients were well up in years, some of them 
many pears past the menopause; the cause of death was not related to 
the uterine lesion, and the hemorrhage associated with the sclerosis 
was trivial. His own case belongs to this group, and from the fact 
that in it we have the clinical record and pathological condition 
given with great detail, I quote it more fully. The patient, aged 70, 
was in good health up to five months before death, when she began to 
suffer from insufficient heart action and extreme anemia. Fourteen 
days before her death she was seized with a pain in the right side of 
her chest that was immediately followed by spitting of blood and 
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some vomiting. Simultaneously with the onset of the pain in the 
chest there appeared a pain in the hypogastrium, and this was 
followed by a slight bloody discharge from the uterus. At the post- 
mortem there was found general sclerosis of the arteries of the body, 
the uterine artery being calcareous throughout almost its entire 
extent. Qn opening the uterine cavity a small quantity of bloody 
secretion was found, and the endometrium was of a dark-red colour; 
the cervical mucosa was apparently normal. 

On the cut surface of the corpus the blood-vessels stood out 
prominently, the lumina gaping and the walls thick and calcareous. 
Numerous small blood extravasations were seen in the uterine wall, 
giving a mottled red and grey appearance. Microscopic sections 
of the uterine wall showed an intense blood infiltration of the 
endometrium, and to a variable depth of the uterine wall. The walls 
of the arteries were greatly thickened, but particularly in the tunica 
media, though the intima and adventitia shared in the hyperplasia. 
In some of the vessels caleareous deposits were found, arranged in 
a crescentic, annular and segmentary manner. 

These cases of “apoplexia uteri,’ associated with arterio- 
sclerosis, belong to a different category, and it is noteworthy that the 
patients in whom this condition of apoplexy has been described were 
past the menopause. This leads up to the question, how is the 
bleeding in cases like my own caused? It does not seem to be a 
case of vessels with weakened walls,! for it is interesting that we 
do not find hemorrhage into the substance of the uterine wall as in 
the cases of so-called apoplexy. It is rather a case of vessels with 
rigid walls which have lost their power of vaso-motor contraction. 
These are not a source of danger to the patient, apart from the 
changes of the menstrual period. It is these changes, plus the 
condition of the arteries, that causes Lne dangerous hemorrhage. A 
like condition of the arteries has been described as a cause of 
post-partum hemorrhage by Kiistner.'® The patient, a v.-para, died 
from hemorrhage with a contracted uterus, the hemorrhage 
apparently coming from a single vessel in the placental site, the 
size of the radial artery, which had not been closed by uterine 
contraction, 

The etiology is obscure. In this paper we are dealing with 
sclerosis of the vessels, and not sclerosis of the uterus, which has 
been the subject of an interesting discussion before the Society of 
Obstetrics, Gynecology and Pediatrics of Paris.” 

But it is of interest, in passing, to draw attention to the point of 
view taken by Richelot, who drew a distinction between sclerosis and 
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true inflammation. The former depends on vascular changes, the 
latter on infection. I refer to this because I have quoted Bland- 
Sutton’s view,!* that the changes in the vessels are due to infection. 

As regards diagnosis, I would say that it cannot be diagnosed 
during life. By the history and careful examination, supplemented, 
if necessary, by curetting, we can exclude such causes as the retained 
products of conception, or malignant disease; but we have no means 
of ascertaining the condition of the blood-vessels of the uterine wall. 
Curetting will throw light on the condition of the capillaries in the 
mucosa, which undergo changes in endometritis. This case, however, 
belongs to a different category, both in its clinical phenomena and 
the seat of the lesion. 

A still rarer cause of hemorrhage, due to the condition of the 
vessels, has been described by Pilliet and Baraduc,!® in which there 
was angioma of the vessels. 

The condition of the arteries in other parts of the body does not 
give information as to that of the uterine vessels, and we have seen 
that arterio-sclerosis is found in them without being present else- 
where. The only treatment is hysterectomy. 

The cases that have come under my notice in the study of the 
literature of this subject fall into three groups :— 

1. Cases of arterio-sclerosis, usually in women advanced in life, 
with hemorrhages and other marked naked-eye changes in the 
uterine wall, but no external bleeding of consequence. ‘his 
condition was first described by Cruveilhier, under the term apoplexia 
uteri, and subsequently by Rokitansky and Klob. Examples have 
been given recently by Popoff, von Kahlden, Palmer Findley and 
Dittrich. 

2. Cases of uterine hemorrhage, so severe as to call for hysterec- 
tomy, of which no pathological account is given, or nothing was 
found to account for the bleeding. ‘To the former category belong 
Martin’s ° cases, and to the latter one reported by Switaliski.?! 

3. Cases of severe hemorrhage calling for hysterectomy, in which 
arterio-sclerosis was the prominent lesion. While other minor 
changes in the mucosa are present, such as small-celled infiltration, 
there is no evidence of hemorrhage or infarctions, such as 
characterise the first group. Of this I can find only 11 cases recorded 
besides my own, namely three by Bland-Sutton, four by Reinecke, 
one by Pichevin and Petit, two by Pozzi, and one by Simmonds. 
Perhaps Morisani’s case should also be included. The fact that only 
twelve have been recorded gives no data as to its frequency, because 
it is a condition difficult to recognise. 


17. 
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. Gazette Médicale de Paris, November, 1895. 
. “Die Sklerose der Uterinarterien und die klimacterischen Blutungen.” 


16. 


REFERENCES. 


Archiv fiir Gyndkol., 1905. Bd. xiii., S. 340. 


. Annual Meeting of the British Medical Association, 1896. 
. Brit. Med. Jour., 1899. Vol. i., p. 840. 


“Sur une Forme Rare de Métrite hémorrhagique-angio-sclérose 
envahiss-ante.” Pozzi et Latteux, Revue de Gynécologie, 1899. 
Vol. iii., p. 771. 


. “Ueber Hamorrhagien des Endometriums bei Sklerose der Uterinar- 


terien.” Central fiir Gyndkol., 1901. 8S. 81. 


. “Vaginale Hysterectomie wegen hamorrhagischer Metritis.” Monats. 


fiir Geburts. und Gyndkol., 1901. Bd. xiii., p. 841. 


. “Arteriosklerosis der weiblichen Geschlechtsorgane.”  Zezts. fiir. 


Geburts. und Gynakol. Bd. xxxvi., S. 355. 


. “Pathologische Anatomie der weiblichen Sexualorgane.” Wien, 


1864. S. 203. 


. “Echter himorrhagischer Infarkt im Gebiete der weiblichen Becken- 


organe.” Virchow’s Archiv., 1886. Bd. civ., S. 21. 


. “Zur Kenntniss des hamorrhagischen Infarktes des Uterus.” Archiv 


fiir Gyndkol. Bd. xvii. 


. “Ueber die sogenannte Apoplexia-uteri.” Zezgler’s Beitrdge, 1898. 


Bd. xxiii. 


. Zeits fiir Heilkunde, 1890. Bd. x., S. 92. 
. Amer. Jour. of Obstet., 1901. Vol. i., p. 30. 
. “Such weakening of the vessels associated with the slight hemorrhage 


has recently been described by Gottschalk as a cause of bleeding 
after the menopause. The patients were multipare of 56 and 
61 years respectively ; the mucosa was necrotic and broken up by 
hemorrhages, and the walls of the arteries, especially the media, 
showing retrogressive changes.” “Eine besondere Art seniler, 
himorrhagischer, leukocyturer Hyperplasie der Gebarmutter- 
schleimhaut.” Archiv fiir Gyndkol., 1902. Vol. Ixvi., 8. 169. 

“Die Behandlung der post partum Blutungen.” Deutsch. med. 
Wehnschr., 1890. S. 5. 

Comptes Rendus de la Soc. d’Obstet. de Gynéc. et de Padiat. de Paris, 
i, 2. Cinquieme fascicule, mai; et septieme fascicule, juillet, 
p. 207, et 215. 

Brit. Med. Jour., 1904. Vol. ii., p. 1,072. 

Comptes Rendus de la Soc. de Biol., 1896, p. 338. Gottschalk has 
recently added another cause, after the menopause: “Eine 
besondere Art seniler, hamorrhagischer, leukocyturer Hyper- 
plasie der Gebirmutterschleimhaut.” Archiv fiir Gyndkol., 
1902. Vol. Ixvi., S. 169. 

Path. und Therapie der Frauenkrankhetten. Bad. i., S. 994. 
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A Case of Repeated Tubal Pregnancy.* 


By Axpan Doran, F.R.C.S. 
Surgeon to the Samaritan Free Hospital. 


A.D., aged 32, was admitted into my wards at the Samaritan Free 
Hospital on February 3rd, 1903. She had been married for six years 
and was the mother of three children; the youngest was five years 
old, and she had never miscarried. Her last period occurred in the 
fourth week of November, 1902; on January 11th, 1903, there was a 
show of blood, which continued for ten days, with much pain. After 
ceasing for a few days it returned, and continued until admission. 
She applied to Mr. Butler-Smythe at the hospital; he made out the 
above catamenial history, and found that she had been subject since 
the cessation of the period to severe attacks of dragging pain in the 
right iliac region. At times she felt faint, and she declared that she 
had experienced a severe attack of syncope on December 26th, 
followed by two more in the first week of January. The patient was 
examined by Dr. C. Hubert Roberts and myself, and admitted into 
my wards. 

I found out a family history of phthisis, and the patient had 
recently suffered from an acute pulmonary affection, said to be 
“pleuro-pneumonia.” Eight years before admission pelvic inflamma- 
tion followed her second confinement, but there was no further 
history of pelvic disease. The patient was pale and flabby and 
troubled with frequent cough. The mamme were flaccid, the areole 
dark; no milk could be pressed out of the nipples. 

The uterus was pushed somewhat to the left, anteverted, mobile 
and a little enlarged. In the right fornix was a rounded swelling 
of the size of a walnut, easily defined above and below on bimanual 
palpation. It lay very close to the uterine fundus, and was slightly 
tender. In the left fornix, which was free, strong arterial pulsation 
could be felt. Much powdery, dark blood came away from the uterus. 
The urine on the day of admission showed a trace of albumen, 
which disappeared after a day’s rest. The evening temperature rose 
to 100° in the mouth three times during the first week in hospital. 
There was dulness over the right subclavian region, rales and friction 
sounds were audible at the left base and a few rales at the right base. 
After nine days’ rest the pulmonary symptoms had greatly improved, 


* Read at a meeting of the Obstetrical Society of London, June, 1905. 


399 


400 Journal of Obstetrics and Gynecology 


and the swelling in the right fornix had almost disappeared. The 
show had already stopped for several days, and there was no more 
pulsation in the left fornix. I discharged the patient, but kept her 
under observation. Severe pelvic pains were felt for three days after 
her return home. Then they ceased, and the period appeared and 
continued perfectly regular and normal until December, 1903. 


On December 17th the period set in when expected, but was 
attended by unusual pain. At first for a day or two before the flow 
began, the pain was chiefly felt along the front of the right thigh, 
but such was the rule in this patient’s case. Then it settled in the 
left side of the pelvis, and apparently caused a bearing-down 
sensation in the rectum. Early in January, 1904, there were several 
attacks of vomiting ascribed by the patient to exacerbations of the 
pain in the left side, which continued, whilst the show of blood did 
not cease. She was re-admitted under Dr. Hubert Roberts into the 
Samaritan Hospital on January 23rd; her cough was at the time 
very troublesome, but the sputum, though full of staphylococci, 
contained no tubercle bacilli. I examined the case with Dr. Roberts, 
and found the uterus displaced to the right and forwards by a firm 
and rather tense swelling, which occupied the left fornix and rose 
above the pelvic brim into the left iliac fossa. The urine was free 
from albumen, the pulse 90, and the evening temperature rose over 
100°. I kept the patient at rest for a fortnight; the cough diminished 
under suitable treatment. On February 6th I found that the swelling 
in the left iliac fossa was somewhat larger, but little or no blood 
came away. <A few hours later pain set in, and the show began to 
increase. On February 9th, as these symptoms grew worse, I 
operated. Chloroform was administered in preference to ether by 
Mr. Morley. On opening the abdominal cavity I separated some 
coils of small intestine and the lower end of the omentum from the 
internal genital organs, to which they adhered by recent lymph. The 
omentum contained a very old, firm, dark-brown clot of the size of a 
cob-nut. About four ounces of soft, dark-brown clot occupied 
Douglas’s pouch. The left tube was the seat of recent gestation; I 
removed it, but could not clearly distinguish the left ovary. The 
right tube was abnormally thick and elongated, and its ostium much 
dilated. I removed it with the right ovary. The ligature cut through 
the tissues of the tube, softened by inflammation, close to the uterine 
cornu. I covered in the exposed stump of the tube by sewing the 
serous coat over it. 

On the seventeenth day after the operation the patient had a 
severe attack of sharp pain in the left iliac fossa, and felt the 
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menstrual molimen. The temperature rose from 99°5° in the morning 
to 102° in the evening, and on the next day a severe attack of 
epistaxis occurred. No show was ever seen from the date of the 
operation until the patient’s death from phthisis thirteen months 
later. In May, 1904, an attack of pain in the region of the right 
stump set in, accompanied by vomiting. There was no further pelvic 
trouble, and the patient did well until she had a severe attack of her 
pulmonary complaint, which proved fatal in March, 1905. 


Pathological Report of Parts Removed. 

Dr. Cuthbert Lockyer has kindly prepared the following account 
of the appendages which I amputated at the operation :— 

“The specimen consists of the left Fallopian tube, to which is 
adherent a blood sac, and also the right Fallopian tube and part of 
the right ovary, with the intervening mesosalpinx. 

“The left tube is normal in size at its uterine cut end, but from 
thence it gradually expands, and finally communicates at its 
fimbriated extremity with an adventitious sac containing blood-clot.. 
This sac so closely invests the tube as to appear to fuse with its 
peritoneal coat. The fimbrie of the abdominal ostium, however, are 
to be seen at the junction of the sac and the lumen of the tube. The 
sac measures two and a half inches in its vertical measurement. It 
is torn and shreddy on its front aspect, and to its internal walls 
blood-clot is adherent. Under the microscope a portion of this clot 
is seen to contain degenerate chorionic villi. 

“This is an example of peritubal hematocele. 

“The right tube measures three and a half inches in length. It 
is not increased in thickness, and shows no naked-eye evidence of 
rupture. There is some old blood-clot adherent to its fimbriated end, 
and also to the mesosalpinx between the tube and ovary. In this clot 
no chorionic villi have been detected. The fimbrie of the tube 
appear normal on microscopic examination. As free blood was found 
in the peritoneal cavity at the time of operation the clot adherent to 
the tube may have been the result of rupture of the left-sided 
hematocele. Serial sections have not been made, but as far as the 
pathological investigation goes, it affords no proof that this tube was 
the seat of gestation. The evidence must rest on the clinical facts 
alone. 

“The right ovary contains a fairly recent corpus luteum, and 
adherent to this organ is a layer of organising blood-clot and 
granulations.” 


The interesting short communication read by Dr. Purslow at the 
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last meeting of this Society’ induced me to submit the above report 
to your consideration. Tubal pregnancy occurred twice in one 
patient under Dr. Purslow’s care, and on both occasions diagnosis was 
verified at an operation. In my case some may think that the first 
or right-sided pregnancy remains hypothetical, but the recurrence of 
tubal gestation in one patient has been repeatedly proved. Authentic 
cases were reported by Dr. Lewers in a paper read before the Society 
two years ago,” and other cases were recorded by several Fellows of 
the Society in the discussion on that paper. Ernst Runge’s valuable 
article on ectopic gestation,® published about the same time, includes 
references to papers by Weil and others on repeated tubal pregnancy. 
I may be permitted to mention Lesse’s case,* published just a month 
ago, when Dr. Purslow’s communication was read. Lesse removed 
a gestation sac of the right tube, saving the ovary. <A year later 
pregnancy developed in the stump of the right tube, involving the 
corresponding uterine cornu. It ruptured at the sixth month; Lesse 
extirpated the sac and found that the corpus luteum lay in the 
left ovary, not in the right, which he did not remove at the first 
operation. This case should be remembered, because the question of 
the removal of a sound tube, fellow to a tubal sac, to prevent a future 
tubal gestation, was raised in the discussion on Dr. Purslow’s paper; 
but Lesse’s experience shows that amputation of a tube is no 
insurance against pregnancy in its stump.5 


I must not wander far, however, from the condition observed in 
my own patient, where pregnancy recurred, not in the same, but in 
the opposite Fallopian tube. The history, and the appearance of a 
very distinct swelling to the right of the uterus, which ultimately 
underwent great reduction in size, under my own observation, 
warrants the diagnosis of right tubal pregnancy a year before I 
operated for gestation in the left tube. The fact that no trace of any 
product of conception could be detected in the right tube is no proof 
that it was not the seat of pregnancy checked at an early stage many 
months before it was amputated. Clinical evidence has shown that 


1. “Repeated Tubal Pregnancy: Abdominal Section on Each Occasion.” 

2. “Repeated Ectopic Gestation in the Same Patient,’ Trans. Obstet. Soc., 
Vol. xlv., p. 418, 

3. “Beitrag zur AXtiologie, Symptomatologie und Therapie der Extrauterin- 
graviditit,” Archiv. f. Gyndk., Vol. 1xx, (1903), p. 690. 

4. “Demonstration einer geplatzten interstitiellen Schwangerschaft in 6 Monate,” 
Zentralbl. f. Giynik., No. 18, 1905, p. 554. The patient recovered. 

5. We all know that the stump of a Fallopian tube may function perfectly as an 
oviduct. See Author, “ Pregnancy after Removal of Both Ovaries for Cystic Tumour,” 
Trans. Obstet. Soc., Vol. xliv., p. 231; Cripps and Williamson, “'Two Cases involving 
the Question of the Site of Impregnation,” /bid, Vol. xlvi. ; also Meredith, “ Pregnane 
after Removal of Both Ovaries for Dermoid Tumour,” Brit. Med. Journ., Vol. 1. 
(1904), p. 1360, Lesse shows us that an ovum may become implanted in a tubal stump. 
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when a gravid tube discharges an early ovum, it soon resumes its 
normal appearance; indeed, it may itself become the seat of a second 
pregnancy. 

Lastly, as already observed, some authorities are of opinion that 
when a tubal sac is operated upon the opposite Fallopian tube should 
be amputated, even when healthy, lest it might become the seat of 
another abnormal pregnancy. I question, however, whether this 
practice be justifiable. I know of three cases of normal pregnancy 
in patients from whom I had previously removed a gravid tube. 

Case 1. L.B.,22; left tube removed October 26th, 1897; child 
born early in 1899. Dr. J. H. Rodgers, of Cardiff, operated upon it 
for imperforate anus. 

Casz 11. C.G., 24; right tubal mole displaced to left side of 
uterus, removed December 2nd, 1899.6 Female child born at term, 
December 17th, 1900. 

Case 1. E.F., 29; removal of left tubal sac, displaced to front 
of uterus, July 23rd, 1901.7 Female child born August 15th, 1902. 

On the strength of this experience I am not in favour of 
sacrificing a normal tube. 


6. “Tubal Mole ; Foetus three-quarters of an inch in length,” Zrans. Obstet. Soc., 
Vol. xlii., p. 134. 

7. “Tubal Gestation Sac entirely Anterior to the Uterus; Operation ; Recovery,” 
Lancet, Vol. ii. (1901), p. 723. The above hitherto unpublished after-histories of cases 
two and three are instructive. In some cases of repeated tubal gestation, where no 
operation was undertaken on the first occasion, the second pregnancy may have been 
seated in the same tube displaced to the opposite side. 
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A Case of Acute General Gonococcic Peritonitis.* 


By G. R. Fourerton, F.R.C.S., D.P.H. (Camb.), 


Lecturer on Bacteriology and on Public Health to the Middlesex 
Hospital Medical School. 


Wuitsrt clinically peritonitis is a well-recognised complication of 
gonorrheal infection in women, the opportunity for obtaining direct 
bacteriological proof of its occurrence is of some rarity; in fact, 1 
am not aware of a single case hitherto published in this country in 
which the presence of micrococcus gonorrhee in the peritoneal 
exudation has been actually demonstrated. In a case of gonococcic 
pelvic peritonitis, which was recorded by Mr. Bland-Sutton, in 
Vol. xliii. of the Transactions of the Obstetrical Society, I was able 
to obtain micrococcus gonorrhee in pure culture from the tubes 
which had been removed by operation, but had not the opportunity 
of examining the peritoneal exudation itself. For this reason the 
following case, in which a pure culture of micrococcus gonorrhee 
was obtained from the peritoneal exudation is of particular interest; 
the onset of symptoms also was perhaps more acute than is usually 
associated with the clinical conception of gonococcic peritonitis : — 

F.B., aged 19 years, an unmarried woman, was admitted into the 
Middlesex Hospital, under the care of Dr. Pasteur, on Tuesday, 
21st March. 

Condition of Patient on Admission into Hospital. The patient 
complained of severe pain in the abdomen, and of extreme tenderness 
when examined. The abdominal muscles were immobilised, respira- 
tion being entirely thoracic. The temperature was 100°4° F.; the 
pulse-rate was 116. 

History of Illness previous to Admission. The patient completed 
a normal menstrual period the previous week. On 19th May she noticed 
some pain in the abdomen, but did not pay much attention to it. 
On the following morning the pain was more severe, but the patient 
was able to get up. During the afternoon diarrhea and vomiting 
set in, and by the evening the pain in the abdomen had become 
extremely acute. On the following morning the patient was brought 
to the hospital. It may be added that subsequently the patient 


denied any knowledge of having suffered from any sort of purulent 
discharge from the vagina. 


* Read before the Obstetrical Society of London, May 8rd, 1905. 
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Progress of the Case. It was decided that abdominal exploration 
was immediately necessary, and the patient was transferred to 
Mr. Andrew Clark’s wards for surgical treatment. ‘The patient 
was anesthetised, and before the operation was commenced it was 
ascertained that there was a free purulent discharge from the vagina. 
An incision was made from the umbilicus downwards along the 
middle line, and pus at once welled up through the opening. On 
examination it was found that the peritoneal sac contained a 
considerable quantity of pus, and that the peritoneal covering of 
the intestines was deeply injected. The appendix ceci was next 
examined, and was found to be of healthy appearance. On drawing 
up the right tube for examination it was found to be swollen, and 
pus was oozing out of the ostium abdominale; the left tube was 
also swollen, but there was no escape of pus from it. The tubes 
and ovaries were then removed, the peritoneal sac was swabbed out 
with a 1 in 4,000 solution of perchloride of mercury, and the 
operation wound was closed except for an opening for a drainage tube. 

After the operation the temperature rose to 101°4° F., and did 
not become normal until some three weeks later; but otherwise the 
course of the case was quite satisfactory, and the patient left the 
hospital on 20th April. 

Condition of the Appendages. Both ovaries appeared to be 
normal, the left one showed a recently ruptured Graafian follicle. 
Both tubes were thickened, and contained greenish pus, the lumen 
was not obviously dilated. The right tube was sharply kinked at 
about its middle, being doubled on itself so that a section through 
this point cut across the lumen of the tube twice. The ostium 
abdominale of the left tube was occluded by adhesion. 

Bacteriological Examination. An examination was made of the 
vaginal discharge, of the pus from each tube, and of the peritoneal 
pus. 

On microscopical examination of the vaginal discharge, colonies 
of cocci, which did not stain by Gram’s method, were found in many 
of the pus cells; no examination by culture was made. 

Pus from each of the tubes showed similar intra-cellular cocci 
in considerable numbers, which did not stain by Gram’s method. 
Culture tubes of gelatin, nutrient agar, and pepton broth were in- 
oculate] with pus from each of the tubes; and in every case the media 
inoculated remained sterile on incubation. No culture media, how- 
ever, which would have allowed the growth of micrococcus gonorrhea 
were inoculated with pus from the tubes. 

On microscopical examination of the peritoneal pus a number of 
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the pus cells were found containing colonies of similar cocci. The 
pus also contained a number of larger mono-nuclear cells, apparently 
of endothelial origin, none of which appeared to contain cocci. No 
other bacteria were seen in the microscopic examination. 

Culture tubes of gelatin, nutrient agar, and pepton broth were 
inoculated with the pus and incubated, some erobically, others 
anerobically; all these remained sterile. Four nutrient agar tubes, 
with fresh human blood smeared over the surface of the medium, 
were inoculated with the peritoneal pus, and on each of these four 
tubes cultures of micrococcus gonorrhee, typical in every 
respect, were obtained after incubation for 24 hours at a temperature 
of 37°C. 

Microscopical Examination of Sections made through the Tubes. 
The condition of the tubes showed that there had been considerable 
exudation into the sub-epithelial layer and into the circular muscle 
layers, the latter showing numerous localised aggregations of round 
cells. The mucous folds were swollen, the change being slight 
towards the uterine end of each tube and very conspicuous towards 
the ovarian end. The epithelium itself did not show as much altera- 
tion as might perhaps have been expected. In the half of the tube 
nearest to the uterus, the epithelial cells showed little change, except 
that in some places the cell-protoplasm had a cloudy appearance when 
stained. Towards the ovarian end of the tubes the mucous folds were 
in places denuded of epithelium. 

A careful examination of many sections failed to reveal any 
evidence of penetration of the cocci below the epithelium, nor was 
any marked invasion of the epithelial cells themselves by the cocci 
noted. In one or two instances a pair of cocci could be seen in the 
upper part of a columnar cell, but such were few and far between, 
and larger intra-cellular colonies were not found. 

The comparative rarity of symptoms of peritonitis in women who 
are suffering from gonorrheal infection, in comparison with the 
known frequency of gonococcic salpingitis, is probably due, in the 
first instance, to the natural tendency for a fluid in the tube to flow 
in the direction of the uterus, and afterwards in many cases, 

at any rate, to the occlusion of the ostium abdominale by adhesion. 
And it would seem probable that in this particular case the occurrence 
of peritonitis was due to the kinking of the right tube. This kinking 
would appear to have been caused by the sudden engorgement of the 
wall of the tube with inflammatory exudation, and was of such a 
nature that the lumen of the tube must have been completely closed 
to the passage of pus from the ovarian end of the tube towards the 
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uterus; pus therefore escaped through the ostium abdominale before 
occlusion of the aperture could occur. 

The removal of the appendages in this case was clearly justified. 
The right tube was occluded by kinking near its middle, and had 
it been left a tubal abscess would almost certainly have necessitated 
further operative interference later on. The ostium abdominale of 
the left tube was completely sealed by adhesions, and so the tube 
had become useless as an oviduct, whilst remaining a potential source 
of future danger to the woman. 
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Three Cases of Primary Carcinoma of the Ovary. 


By A. Louise McIzroy, M.D. (Glas.), L.M. (Rotunda). 


Untit comparatively recently, primary carcinoma of the ovary was 
considered to be a rare condition, but on careful investigation of the 
ovarian tumours removed by operation, it has been found that many 
of these have undergone malignant degeneration. The following 
cases are of interest owing to the pathological condition which was 
found to be present. I am indebted to the kindness of Dr. J. K. Kelly 
for permission to publish these cases, the patients having been 
operated on by him in the gynecological department of the Glasgow 
Royal Infirmary. 

CasEr. Patient aged 36, unmarried, family history unimportant. 

History. Menstrual periods normal until a year before admission, 
when the flow became scanty, then ceased for four months, returning 
at irregular intervals, accompanied by pain and vomiting. Two 
months ago she had pain and swelling in the hypogastric region, 
increasing in severity. 

On admission patient was anemic, and looked unhealthy; no 
cedema; lungs healthy. Abdomen distended, a firm irregular mass 
being felt over whole left side up to ribs, somewhat like a distended 
uterus; no evidence of pregnancy could be made out. P.V.: Cervix 
soft; a firm, irregular mass filling Douglas’s pouch and right side of 
pelvis; left side unoccupied; uterus somewhat mobile. 

The diagnosis of ovarian cyst with possible torsion of pedicle was 
made. 

On abdominal section the left-sided mass was found to have its 
origin in the left ovary; the right was smaller and filled the pelvis; 
omentum adherent by recent bands. Both tumours were removed. 
Patient made a good recovery, but on tracing her subsequent history 
it was found that she died three months later, with a return of the 
abdominal pain and swelling. 

Pathological Condition of Tumours. The larger tumour is about 
three times the size of the smaller; length 83 inches, breadth 53 inches, 
weight 2? lbs. It is like an enormously hypertrophied ovary in 
shape, somewhat irregular in outline, and composed of firm tissue, 
with large cystic spaces (see Plate 1). The capsule is injected and 
glistening; the Fallopian tube normal in size. On section through 
the tumour the centre is made up of very firm tissue, but at each 
pole there are numerous cysts filled with colloid material. The 
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Prare I.—Carcinoma of the Ovary (Longitudinal Section). 
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smaller tumour (see Plate 2) is conical in shape, one side being 
concave where it was in apposition to the other tumour in the pelvis. 
Length 42 inches, breadth 23 inches, weight 2 lb. It is composed of 
firm, fibrous tissue, with cystic formation in one portion. The cysts: 
in both tumours contain smaller loculi; the fluid contents are clear 
and in some portions the lining membrane is gelatinous in character. 


On microscopical examination the tumours resemble one another 
closely. The sections show mainly the structure of diffuse infiltrating 
carcinoma; the connective tissue is very dense and stains somewhat 
faintly. It is invaded by deeply stained tongues or processes of 
epithelial cell masses, denser in some portions than in others (see 
Plate 3). These epithelial cells lie in nests, and long strands. Large 
vessels with an endothelial lining are seen in the stroma. Scattered 
over the section are glandular spaces, lined with columnar epithelium ; 
these spaces vary in size. 

The epithelial cells are very irregular in distribution and outline, 
but are mainly cylindrical in shape; the nuclei are large, the 
protoplasm is granular, and some cells contain vacuoles. Karyokinetic 
changes are observed in some. Surrounding some of these areas 
of epithelial cell nests are zones of hyalinedegeneration. Interspersed 
between the epithelial cells in the denser portions are large round 
cells, with well-defined walls or cell membranes showing some 
inequality of thickness. These cells contain a large, pale nucleus, 
with numerous nucleoli; the rest of the cell protoplasm being clear, 
with strands across it. These may be cells undergoing a further 
stage of degeneration; they resemble closely the disputed ova-like 
bodies of Emmanuel. 

Case 1. Patient, aged 45; married eight years; one pregnancy 
seven years ago, ending in abortion at third month. Family history 
good; previous menstruation normal. 

History. Patient had a small tumour of breast removed two years 
ago; menstruation ceased then, and has not returned. ‘l'wo months 
ago she noticed a swelling in hypogastric region, which has increased 
in size; constipation and dysuria present for two weeks. Patient had 
been much troubled with flatulent distension of abdomen, and had 
breathlessness on exertion, being unable to work for some weeks. 
She has got weaker and thinner since onset of swelling. There has 
been no vaginal discharge, nor much pain. 

Examination. Patient is a small woman, looking delicate and 
older than her years. She sits propped up in bed, on account of 
difficulty in breathing. There is dulness and absence of respiratory 
murmur over right lung; coarse rales heard over left. 
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Abdomen distended; veins easily seen; skin tense ; dulness marked 
in left flank, and passing over to right on change of posture. 
No definite tumour or nodular mass felt. P.V.: Vaginal walls in 
fornices tense; some irregularity posteriorly but nothing definite. 
Urine normal. 

Abdominal Section. A large quantity of straw-coloured fluid 
removed from peritoneal cavity; both ovaries, cystic, were removed. 
Patient made a good recovery. 

Both ovaries were transformed into cystic tumours with smooth, 
thin somewhat injected walls. The left is about the size of a large 
orange, and is divided into two loculi by a septum; the wall is 
parchment-like in portions, at others there is some thickening; the 
right is smaller, and unilocular. Both tumours contain clear 
straw-like fluid. As the specimens seemed to be typical adeno- 
eystomata, no further examination was made. 

Four and a half months later patient returned with abdominal 
distension. A large quantity of fluid was removed. In view of the 
possibility of the condition being malignant, I then made a minute 
examination of the specimens. The sections under the microscope 
show adeno-cystomatous changes. In some parts there is a well- 
defined infiltration of the connective tissue by carcinomatous 
ingrowths, the epithelial cells being flattened and multinuclear. 
The connective tissue stains faintly in comparison with the ingrowing 
epithelial cell masses. The nuclei stain deeply, and show the 
presence of numerous nucleoli. The cells are cylindrical in shape, 
but vary in size; some are large and with well-defined outline, 
others are small, and the cell membrane is not easily seen. Portions 
of the sections show cystic spaces almost entirely filled with masses 
of large epithelial cells, with no intercellular substance; these appear 
to be proliferations from the epithelium originally lining the small 
cystic spaces in the ovary. 

Case ur. Patient aged 52, married 33 years, was sent in by 
Dr. Peter McBryde, on account of an enormous ovarian cyst. 
Pregnancies ten, last child 15 years ago, three abortions, labours 
normaly menstruation normal. Family history unimportant. 

History. Six years ago patient first noticed swelling of abdomen 
occurring with irregular menstruation,amenorrhea for 5 to 8 months; 
amount of flow varied considerably. Two years ago menstruation 
ceased entirely. The swelling of the abdomen was accompanied by 
pain in the left iliac region. This pain lasted six weeks, varying in 
severity, and then gradually disappeared. No pain present since 
then. The swelling increased gradually in size until about five weeks 
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ago, when it became rapidly larger. At first, while the pain was 
present in left iliac region, patient had difficulty on passing urine. 


Examination. Patient is thin, worn looking, and small in stature, 
and does not show evidence of discomfort except when lying on her 
back. The abdomen (see Plate 4) is enormously distended and tense, 
slightly lobulated on the surface; the slightest tap at any part on one 
side of the tumour causes a thrill felt on the other; veins enlarged 
over abdomen. P.V.:; Uterus movable; tumour out of pelvis entirely. 
Circumference of abdomen at umbilicus 55 inches. Urine normal. 


On abdominal section the cyst was found to be firmly adherent to the 
anterior abdominal wall over most of its circumference; the only part 
free from adhesions being the posterior surface, where it lay in direct 
contact with posterior parietal peritoneum. Over part of this surface 
the border of the omentum was pretty firmly adherent. The cyst 
contained between 50 and 60 pints of fluid, dark chocolate in colour, 
somewhat viscid in consistency. ‘The other ovary was found to be 
small and senile. To the left and lying along the vertebral column 
about the lumbar level was a large mass of retro-peritoneal glands, 
which appeared to have taken on a cystic degeneration. This mass 
could not be removed. Patient made a fair recovery, but died three 
weeks after dismissal from hospital. 


The cyst, on removal, shows the presence of several loculi. The 
walls are thick and leathery, smooth and glistening in appearance, 
with hemorrhagic infiltration. ‘The interior shows some papillomatous 
growths attached to the walls, these are friable and contain 
hemorrhagic cysts. 


On microscopic examination the wall shows large numbers of 
small cysts, with irregular masses of epithelium scattered through the 
connective tissue stroma. The cells lining the cystic spaces in the 
papillomatous growths are rounded in outline, and heaped up in 
parts; the protoplasm is absent, the cells containing large vacuoles. 
‘he epithelial cell masses are densely packed together in some 
portions, in others they invade the connective tissue stroma as long 
processes or columns. ‘The cells are large, cylindrical; their outline 
is not well defined; they contain nuclei, the protoplasm being 
granular in character. Sections taken from other parts of the cyst 
wall show dense connective tissue with large gland-like spaces lined 
with columnar epithelium. Plate 5 shows connective tissue strands 
with epithelial masses lying between. 


These cases illustrate the necessity for a thorough microsopical 
examination in every case of an ovarian cystoma, the naked-eye 
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appearance being of little help in the diagnosis of malignancy. In 
one case the tumours were large, and dense in structure, to the naked 
eye resembling a sarcomatous condition; in the second the cysts were 
small, and to all appearances seemed ordinary benign growths. In 
the last case the presence of enlarged glands at the operation rendered 
the diagnosis of malignancy probable. In all these specimens the 
manner in which the tissue becomes degenerated differs, although in 
many portions the actual epithelial cells resemble one another. 


Wilson: Hydatid Cyst in the Spleen 


A Case of Hydatid Cyst in the Spleen simulating 
an Ovarian Cyst. 


By T. G. Witson, M.D., Ch.M. (Syd.), F.R.C.S. (Edin.). 
Assistant Gynecologist to the Adelaide Hospital, S.A. 


Tue recent articles, by Lieutenant-Colonel Sturmer and Dr. Taylor, 
in the Journal of Obstetrics and Gynecology for October, 1904, and 
January, 1905, on cases where enlarged wandering spleens had 
simulated pelvic neoplasms, have made me think it worth while to 
record the following case, which was sent to me last January by 
Dr. Evans, of Willunga, as a probable ovarian cyst. 

M.C., et. 39, the mother of 6 children, the last confinement being 
11 months ago, gave the following history :—For some weeks before 
her last confinement (twins) she had had pain in the left lumbar 
region, and this pain had been present off and on ever since. In 
December, 1904, after doing some sweeping, she first noticed a lump 
in her left side, which she said came there quite suddenly. At first 
she had no pain, but during the last 10 days has had considerable 
pain round the lump, especially in the left side, and this pain was 
much worse after any exertion. She had weaned her baby 7 months 
ago, and since then the periods had been regular, and her general 
health good. 

On examination the patient was rather anemic, but all her organs 
apparently healthy. In the abdomen was a swelling extending up 
to the level of the umbilicus, and mostly to the left of the mid line. 
The swelling was tense, gave a fluid thrill, and except low down in 
the left iliac region was not tender to palpation. The tumour 
apparently originated in the pelvis, as the fingers could be easily 
passed over its upper surface. No notches were to be felt. 

Vaginal examination showed the uterus high up, retroverted and 
pushed to the right by a cystic swelling filling up the left posterior 
quarter of the pelvis, and which appeared to be fixed in the pelvic 
brim. A diagnosis of ovarian cyst was made, and the possibility of 
some twisting of the pedicle suggested, though in writing to Dr. Evans 
I remarked on the patient not having noticed such a large swelling 
before, and on her account of it having come on so suddenly. The 
abdomen was opened in the mid line, and on passing the hand 
round the tumour something was felt to give way on the left side, 
and the tumour suddenly disappeared, and a large bulging was now 
noticed below the left costal region. On further examination this 
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was found to be a large hydatid cyst in the spleen, which had become 
dislocated and impacted in the pelvic brim, and the roughened area 
where it had been adherent on the left side could be seen at its lower 
pole. The spleen itself was spread on the inner and posterior aspect 
of the cyst, so that when fixed down in the pelvic brim the notches 
on the spleen looked backwards and inwards, and were therefore not 
palpable. The uterus was found now to have resumed its normal 
position, and both ovaries were normal. The first incision was closed, 
und a second incision made just below the left costal region, the cyst 
contents (over 4 pints) and the endocyst evacuated, and the cyst 
cavity thoroughly flushed out with saline. As much as possible of 
the redundant adventitious capsule was cut away, and the edges sewn 
up to the incision in the parietes, which was sewn up in layers, 
leaving an opening for a small rubber tube leading to the cyst cavity. 
This tube was removed at the end of 24 hours, after which the wound 
was dry, except for a little serous discharge, and the patient left the 
hospital at the end of three weeks. 

In South Australia the question of hydatid cyst always intrudes 
itself in the differential diagnosis of abdominal tumours, but even 
here, hydatid cysts involving the spleen are comparatively rare, and 
for an hydatid cyst to develop in the spleen and cause a dislocation of 
that organ sufficient to simulate an ovarian cyst must be rather 
unusual, and I have not been able to find a record of a similar case. 

The ordinary treatment of an hydatid cyst, viz., the insertion of a 
large drainage tube into the space left after the removal of the cyst, 
und subsequent washing out of this cavity till it has closed up by 
granulation, is very frequently followed by infection of the cavity at 
the time of these manipulations, which very considerably lengthens 
the period of convalescence, and in the Out-Patient Department, one 
constantly sees the sinuses left after hydatid operations, which go on 
discharging for months. Of course, in cases where the hydatid cyst 
has been infected before operation, this is inevitable, but in an 
uncomplicated case like the above, there seems no reason why the 
dead space left by the removal of an hydatid cyst should not be 
treated in the same way as a dead space left after any other aseptic 
operation, and by allowing the serous discharge that collects (in the 
first few hours after operation) to escape, to aim at primary union of 
the incision. ‘This method, though advocated by Dr. Thornton, of 
London, nearly 20 years ago, does not seem to have so far met with 
general acceptance in the treatment of these cases, though given 
asepsis at the operation, there seems no reason why it should not be 
successful. 
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REVIEW OF CURRENT LITERATURE. 


OBSTETRICS. 


Retroversio Uteri Incarcerata, complicated with Ileus: Recovery. 
Dienst. Deuts. med. Wehnschr., April 20th, 1905. 


For eight days prior to admission into hospital a woman, aged 41, 
who had had twelve children and six miscarriages, required 
catheterisation for retention of urine of sudden onset. There kad 
been intense pain and much vomiting for three or four days, and no 
passage of flatus. There were also dragging and bearing-down pains 


in the sacral and inguinal regions, with pain in the legs and severe 
headache. 


She had a dry tongue, a pulse of 118, and slight fever. Visible 
peristalsis was absent. The distended bladder reached up to the 
umbilicus. Round the urethral orifice the parts were red and painful 
from the constant dribbling of urine (ischuria paradoxica). ‘The 
external genitals were swollen, edematous, and varicose. The vulva 
was patulous, exposing a triangular area of the posterior vaginal 
wall, which was livid and cdematous, projecting like a rectocele. 
The anal orifice, surrounded by hemorrhoids, was also patulous, 
exposing the anterior rectal wall. On introducing the finger the 
vagina was found to pass upwards and forwards towards the 
symphysis, and was greatly stretched, so that the vaginal vault was 
transformed into a cul-de-sac, in which the portio-vaginalis could not 
be felt. After the half hand had been introduced into the vaginal 
cul-de-sac a small, round, hard body with a central opening—the 
portio-vaginalis with the external os—could be felt two inches above 
the upper border of the symphysis. The true pelvis was completely 
occupied by a rounded swelling of doughy consistence, the size of an 
ostrich’s egg, and this was readily recognised as the body of the 
pregnant uterus. The urine obtained by means of the catheter 
contained blood and bits of necrotic tissue, but no bacteria, and 
indicated a condition of necrosis of the bladder. These findings, 
together with the painful distended abdomen and absence of the 
passage of flatus, caused the diagnosis to be made of incarcerated 
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retroverted gravid uterus, complicated by severe ileus and necrosis 
of the bladder. 

After reposition of the uterus the urine became clear, and flatus 
passed in small quantity. The bladder, bowel and stomach were 
washed out with boric acid solution, and physostigmine was injected 
hypodermically. The urinary symptoms and those of ileus gradually 
passed off. Four days later abortion occurred, and as the placenta 
had not separated spontaneously in three hours it was removed with 
the finger, and the uterus was carefully curetted. Three days later 
the patient complained of pain in the left leg, which was found 
to be swollen, the femoral veins being thrombosed. Further recovery 
was tedious, but uneventful. 

The writer points out that retroversion and retroflexion of the 
gravid uterus are usually undifferentiated, but considers that they 
differ in the following points: —(1) The mode of rectification of the 
displacement; (2) the origin of the symptoms of incarceration 
complicating these anomalies; and (3) the date of the appearance 
of serious symptoms. 

Frank E. Taytor. 


A Case of Rupture of the Uterus. 


OxtsHausEeN. Verhandlungen der Gesellschaft fiir Geburts. und 
Gynikol. zu Berlin. Zeits. fiir Geburts. und Gyndkol. Bd. liii., 
Ht. 3, p. 575. 


Tue patient had had 17 children and 2 miscarriages. There was no 
pelvic contraction but the belly was very pendulous. A complete 
spontaneous rupture of the uterus occurred four hours after the 
beginning of labour. The fetus, which was presenting by the 
shoulder, was delivered by version without difficulty, although it was 
lying partly in the peritoneal cavity. The placenta was next removed 
per vaginam from the peritoneal cavity. Collapse was not marked. 
Olshausen opened the abdomen and found a large longitudinal tear 
in the posterior wall of the uterus extending into the posterior fornix. 
The tear was almost as clean cut as if it had been made with a knife. 
There had been very little bleeding. It was evidently a typical case 
for treatment by suture. Olshausen inserted 13 catgut sutures, and 
drained the lowest part by a rubber tube opening into the vagina, 
which was removed on the fourth day. The patient made an excellent 


recovery. 


Henry ANDREWS. 
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Ruptures of Former Scars in Uterine Labours. 


Lasnarpt. Zerts. fiir Geburts. und Gyndkol. Bd. liii., Ht. 3, p. 478. 


In many cases of uterine rupture mechanical conditions alone are not 
sufficient to account for the giving way of the uterine muscle. 
Olshausen and Hofmeier long ago described changes in the uterine 
walls which acted as predisposing causes for rupture. Among the 
most important of these changes are scars in the uterine tissues, 
whether of spontaneous or artificial origin, the classical examples 
being scars from Cesarean section. Labhardt quotes five cases in 
which rupture has occurred after Cesarean section performed by 
Sanger’s method. If these scars, situated in the part of the uterine 
wall which becomes thicker during labour, occasionally lead to 
rupture it is natural to expect that scar tissue in the lower uterine 
segment will be far more likely to give way. Peham has recorded 
three cases in which uterine rupture occurred again in the site of a 
former scar in the lower uterine segment, and Kiistner has given it 
as his opinion that Cesarean section is to be advised in patients who 
become pregnant again after recovery from ruptured uterus. 

Hofmeier has recently called attention to the occurrence of 
rupture in subsequent pregnancies after the deep cervical incisions 
of Diihrssen, and after vaginal Cesarean section. 

Labhardt records three cases which have come under his own 
observation : — 

1. In the patient’s third pregnancy severe bleeding occurred, due 
to placenta previa marginalis. As plugging failed to check the 
bleeding, bipolar version was performed, followed by immediate 
extraction, with the help of a deep incision in the anterior part of the 
cervix. The incision was sewn up with silkworm gut. The next 
pregnancy ended in a five months’ abortion. In the seventh month 
of the 5th pregnancy the foetus was removed by version and extrac- 
tion, on account of bleeding and pyrexia. A tear in the anterior part 
of the cervix resulted, admitting three fingers into the peritoneal 
cavity. Vaginal hysterectomy was performed, and the patient 
recovered. The tear was found to have taken place in the site of the 
old scar, due to the deep cervical incision. 

2. In the patient’s second labour forceps were used. In the fifth 
labour, after turning and easy extraction, collapse occurred, with 
pain in the left side of the pelvis. A hematoma formed in the left 
broad ligament. Three weeks after delivery the abdomen was opened 
on account of severe bleeding. On the left side of the uterus was 
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found dense scar tissue, at the side of which was a hole connecting 
the interior of the uterus with a hematoma in the broad ligament. 

3. The third patient had had an uneventful obstetric history, 
except that forceps had been used once. In her 4th labour there was 
primary uterine inertia, with threatened asphyxia of the fetus. The 
child was delivered easily by forceps through the fully dilated cervix, 
but a rupture was found at the level of the internal os. Plugging 
failed to stop the bleeding, so the abdomen was opened and the uterus 
removed. The patient died a few hours later. In the neighbourhood 
of the tear there was found tight scar tissue. 

Such cases show that deep cervical incisions, vaginal Cesarean 
section, and deep tears from the use of Bossi’s dilators may be the 
cause of grave danger in subsequent labours. 

Henry ANDREWS. 


A Simple Grip for the Estimation of the Depth of the Fetal 
Head in the Pelvis. 


Tuomass (W.). Deuts. med. Wehnschr., April 6th, 1905. 


Tus method consists in the application of the bimanual examination 
of parturient women to ascertain the depth to which the foetal head 
has sunk in the pelvis during labour. It is carried out in the 
following manner:—-When the examining finger in the vagina is 
in contact with the presenting part of the head, the two or three 
middle fingers of the other hand are pressed with some force against 
the skin and soft parts at the upper border of the pubic symphysis 
in the middle line in the plan of the pelvic inlet. The distance 
between the tip of the finger on the presenting part and the fingers 
of the external hand on the level of the symphysis is now estimated 
in terms of fingers’ breadths. 

The writer does not pretend that this distance can be accurately 
estimated in centimetres, but believes that its estimation in fingers’ 
breadths is of practical value in the conduct of labour. 


Frank E. Taytor. 


The Placenta in Puerperal Eclampsia. 


(Canto). Annali di Ostet. e Ginecol., April, 1905. 


Tue author describes in detail the placente obtained in two cases of 
puerperal eclampsia, and deals specially with the presence of 
syneitial buds in abnormally large numbers. He believes that 
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eclampsia is caused by an excess of internal secretion from these 
buds. His conclusions are as follows : — 

1. Eclampsia is the expression of a toxemia from poisons 
accumulating, by insufficient neutralisation or elimination. 

2. Primary placental toxins must be distinguished from secondary 
or accessory toxins of hepato-renal origin. 

3. These placental toxins are the cause of the visceral lesions and 
of the convulsions. 

4. These special poisons arise from the internal secretions of the 
syncytial buds. 

5. There is no special placenta characteristic of the eclamptic 
woman, but the syncytial buds are more abundant, and are more 
typically developed. 

6. These buds may become detached, and be carried as embolisms 
into the maternal organism, where they continue their secretive 
function. 

7. Histologically, they, are benign neoplasms, but are capable, 
under special conditions, of developing as vesicular moles or as 
chorion-epithelioma. 

8. Their secretive function depends on their character of 


neoplasms. 
E. H. L. Oxrpmant. 


The Poison in Eclampsia. 
Dienst (A.). Zentral. fiir Gyndkol., No. 12, 19085. 


Tue author, by experiments on fifteen placente obtained from 
eclamptic patients, found that by injecting the umbilical artery or 
vein with milk, the fluid escaped from the large vessels on the 
maternal surface. He next tested 335 placente in the same manner, 
and found that, although he obtained the same result more often than 
he anticipated, nevertheless the milk was seldom seen to spurt out of 
the large maternal vessels, except in the case of eclamptic placente. 
Dienst has supplemented this rough-and-ready test of the permeability 
“ durchlassigkeit ” of the foetal and maternal circulation by regularly 
graduated injections of methylene blue. Ile injected a few ¢.c.’s of 
the coloured solution, at low pressure, into the umbilical artery or 
vein before separation of the placenta, and directly the child was 
born. This was done in 160 cases. In 20 per cent. of these the urine 
became blue, and after some hours the colour disappeared. The 
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author argues that the pressure under which he injected the pigment 
was so slight and so well regulated as to exclude the possibility of 
violent rupture of chorionic vessels; to his mind, the test proves the 
power of spontaneous permeability of fluids from the fetal to the 
maternal circulation in the placental tissue. 

The test was applied to the cadaver immediately after death from 
eclampsia whilst in the second stage of labour. ‘The foetus was 
removed, and the umbilical artery injected with methylene blue; 
this fluid soon appeared in the uterine and ovarian arteries. ‘his 
free communication between fetal and maternal circulations in 
eclamptic patients is demonstrated in another way by the observations 
of Schmorl, who, from investigations on 83 autopsies performed on 
eclamptic cases, found placental cells most constantly, and in 
relatively large amount in the lungs, whilst in the lungs of gravid 
women who died from some intercurrent disease, though placental 
cells were found, they were not constant, and when present were few 
in number. Poten and Pels-Leusden have likewise found actual 
chorionic villi deported into the maternal circulation. 

The author has carried out a series of collateral experiments on 
the question of agglutination and hemolytic reactions between 
maternal and fetal blood. The blood from 118 mothers and their 
offspring was taken, and 1,726 mixtures tested. ‘The maternal blood 
was taken from sterilised retro-placental hemorrhage during labour, 
or was obtained by venesection in the puerperium, the latter being 
mainly from cases of eclampsia and albuminuria. ‘lhe fetal blood 
was obtained from the umbilical cord. All specimens of blood were 
defibrinated and sterile. In 24 cases the maternal blood caused 
agglutination and disintegration of the foetal red corpuscles. Of 
these 24 cases the placentze were impermeable to injection in 15; 
the corresponding 15 women remained healthy. The urine had a 
normal colour, and showed no trace of albumen. The 9 remaining 
cases gave blue coloured urine in response to injection of the cord 
with methylene pigment, and the maternal blood acted on that of the 
foetus like the blood of another species. Of these 9 cases, 7 were 
eclamptic, and 2 had albuminuria gravidarum. The author infers 
from this that albuminuria and eclampsia occur when the maternal 
and foetal blood behave, the one to the other, as does a mixture made 
from the blood of two distinct species, and when a free communication 
exists between the foetal and maternal circulations; a freely 
circulating mixture of two heterogenous samples of blood gives rise 
to eclampsia or albuminuria gravidarum. This, in a few words, is 
Dienst’s new theory of the disease. 

Two further cases are mentioned, in which, there being 
albuminuria in the tenth month of pregnancy, the blood obtained 
by venesection was tested on normal blood, in which it gave, in both 
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instances, agglutination and hemolysis. Then after delivery the 
maternal blood was tested on the respective foetuses for agglutination, 
with a positive result; but it is noteworthy that the injection 
experiment failed to prove abnormal permeability of placental tissue 
in both these cases. 

The author draws attention to the fact that eclamptic symptoms 
are developed in animals which have been injected with heterogenous 
blood, and the clinical picture of this disease has been obtained by 
transfusing a human being with the blood of a lamb. In animals 
which have been examined after such experiments the autopsies 
reveal identical pathological lesions. Panum found hemorrhages in 
the liver of a dog which he had injected with sheep’s blood, although 
the animal died in less than four hours after the operation. A 
peculiarity in the agglutination test was noticed in all the cases of 
eclampsia which recovered. At the commencement of the convulsive 
stage the test failed. On the fourth and fifth days of the puerperium 
it was strikingly active, and on the seventh and eighth days hemolysis 
wasvery marked; in the fatal cases this irregularity was not obtained. 
The author explains these peculiarities by theories of iso-agglutination, 
immunisation, and resorption, based on the work of Ehrlich and 
Ascoli, into which our limited space prevents us from entering fully. 
For a fuller account of this interesting research the reader is referred 
to the original article. 

CurTHBERT LOCKYER. 


The Existence of a Nervous Reticulum in the Villi of the 
Placenta. 


Fossatr Annali di Ostet. e Ginecol., April, 1905. 


Tue author claims that he has found nerves in the placental villi 
by somewhat elaborate histological methods which he gives in detail. 
The stain employed was gold chloride, and the manipulations were 


carried on in the dark. 
E. H. L. Ovrenant. 


The Amplitude of the Maternal Pelvis and the Birth of 
Feetuses of Large Size. 


Atrrert (Emrio). Annali di Ostet. e Ginecol., October, 1904. 


Tue author relates a series of cases in which the foetus was of large 

size, that is, from 4,000 to 4,900 grams. He deduces from his 

measurements that it is possible to accept the statement of Tarnier 

and Budin that the excessive development of the foetus is much less 
29 
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commonly a cause of dystocia than is usually believed, and he thinks 
that the corresponding relative amplitude of the pelvis is the 
governing factor; for he has come to the conclusion that his observa- 
tions lead him to believe that in cases where the fetus is unusually 


large, the pelvic measurements also show an increase in size above 
the average. 


E. H. L. Ovresant. 


Inversion of the Uterus in its Medico-legal Aspect. 
Mrranpa (Giovanni). Archivio di Ostetricia e Ginecologia, Oct., 1904. 


THE author was invited to report to the examining judge on a case of 
inversion of the uterus which had caused the death of the patient, 
and more especially to state if blame was to be attributed to the 


midwife who had attended the deceased. The following questions 
were asked : 


1. Given the history of the case, was spontaneous inversion 
possible ? 

2. Did the midwife in any way contribute to this result? 

3. Could she, while kneading the uterus, have produced inversion 
by traction on the cord, even though pulling lightly? 

4. Is it possible to assert that the midwife could have foreseen the 
possibility of this accident, in view of its rarity in ordinary cases ? 

The patient had been delivered sitting upon two stools, and 
Dr. Miranda was of opinion that the patient’s general condition 
predisposed to a condition of inertia uteri, which was the predisposing 
cause of the inversion, and that massage applied to the uterus in the 
abnormal position was the exciting cause of the accident. The 
massage thus applied and the traction on the cord by causing the 
initial depression of the uterine parietes, were the starting point of 
the complete inversion. The midwife, by neglecting the accepted 
rules of obstetrics, in making her patient assume this abnormal 
position, created the determining cause of the inversion, through her 
lack of skill. The responsibility of the midwife is much diminished 
by the existence of the predisposing cause, and by the rarity of the 
accident, which made it difficult for her to realise the danger to which 
she was exposing her patient. Dr. Miranda states that the accident 


is one of great rarity in the human subject, occurring only once in 
about 200,000 cases. 


E. H. L. Ovrpwant. 
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A Case of Twins in which there was a Three-and-a-half Days’ 
Delay between the Birth of the First and Second Child. 


CraMER. Monats. fiir Geburts. und Gyndkol., Bd. xxi., Heft 4. 


A Lona delay between the birth of twins is not a common occurrence, 
for Strassman, in Winckel’s Handbook, shows that out of 70 cases 
the interval was only from ten minutes to three hours. Nevertheless, 
many cases have been described in which there was a delay of 15—30 
hours, and a few cases have been cited in which 11—44 days’ interval 
occurred. These must be very exceptional cases, and may be 
explained perhaps by the possibility of the first child being 
prematurely born, whilst the second went on developing afterwards. 

The author’s case was that of a primipara, aged 25, who was 
delivered of the first child one morning at 5 a.m., and then, as she 
seemed perfectly well, was left alone, although it was known that 
there was a second fetus in utero. On the third evening, although 
the pulse and temperature were normal, the lochial secretion was 
foul, and the remnant of the umbilical cord showed signs of 
decomposition. Up to this time the placenta of the first child had 
not been delivered. In view of this possible infection no attempt 
was made to deliver the second child, especially as the uterus had 
not shown a sign of contracting since the birth of the first. Vaginal 
irrigation with 1 per cent. lysol was ordered every half hour, and 
the next day it was determined to empty the uterus. ‘The membranes 
were first ruptured, and the head was found to be movable above the 
brim. This was pressed down, and the forceps applied, with the 
patient in Walcher’s position, the cervix having been first dilated by 
hand. Delivery was easily effected, but the placenta could not be 
expressed when attempts were made. On introducing the hand into 
the uterus it was found, curiously, that the placenta of the first child 
was at the fundus, whilst that of the second was low down on the 
anterior wall. They were separated with some difficulty, but not 
much hemorrhage. Then the uterus began to contract for the first 
time. After a thorough irrigation with 1 per cent. lysol all 
hemorrhage stopped. The patient made a good recovery. 

The author attempts to explain the long delay between the births 
by the fact that the membranes of the first child seemed to envelope 
those of the second, and as there were no uterine contractions the 
second child could not come down into the lower uterine segment 
so as to irritate it sufficiently to cause contractions. Also the fact 
that the placente were morbidly adherent helps to explain the 
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absence of the contractions, as it was noted that the uterus was 
particularly toneless at the fundus, where the first placenta was 
attached. The case is interesting as pointing to the importance of 
not waiting for the delivery of a second child, but of proceeding at 
once to artificially provoke delivery, especially in view of the fact 
that it is almost certain that if there is a long delay infection of 
the retained membranes and umbilical cord is more than likely to 
occur. Fiith mentions five such cases, in which three of the patients 
died of sepsis. 

Tuos. G. STEVENS. 


On Perforation of the Living Child in Lying-in Hospitals. 
Katz. Monats. fiir Geburts. und Gyndkol. Bd. xxi., Ht. 4. 


WuiteE admitting the desirability of performing perforation on the 
living child as little as possible, the author cannot agree with Veit’s 
view, that this operation must never be performed. Nor can Veit’s 
opinion that Cesarean section or symphyseotomy must always take 
the place of perforation of the living child, be rigidly accepted. There 
is little doubt that Veit bases his views on somewhat false premises, 
because he commences by assuming that the maternal mortality of 
perforation and Cesarean section or symphyseotomy is nil. This, 
perhaps, may be or should be the case when all the surroundings are 
ideal, that is to say, when the woman has no rise of temperature, has 
not been examined, is generally healthy, and is not infected. But if 
the patient has a rise of temperature, if the membranes have ruptured 
perhaps two days previously, if she has been repeatedly examined, 
then Cesarean section gives an overwhelmingly worse prognosis than 
perforation. 

In the Women’s Hospital at Mannheim, out of 6,935 births, 
perforation of the living child was performed 26 times or 0°37 per cent., 
and in these 26 patients, the indications for perforation were the 
following :—6 refused Cesarean section, 8 cases had a rise of 
temperature, 4 had severe general symptoms such as meteorism, 
3 cases of eclampsia, 4 were in imminent danger of rupture of the 
uterus, 1 case in which the child was on the point of death after an 
attempted forceps extraction. 

With regard to the first six cases mentioned, the views of some 
writers cannot be agreed with, who say that patients who refuse 
Cesarean section must be denied any other treatment. Clearly it is 
carrying an opinion too far, when, by refusing to perforate, the life 
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of the mother is endangered, as well as that of the child. Two only 
of the mothers died out of these 26 cases, a mortality of 7°69 per cent. 

The statistics of Cesarean section in the same clinic gave two 
deaths out of 14 cases, or 14°28 per cent. This is a high percentage, 
but is accounted for by the fact that the first nine of this series were 
performed in an old hospital with by no means ideal surroundings, 
while the last five were performed in a new hospital and were without 
mortality. 

Symphyseotomy, which has never been extensively practised in the 
Mannheim clinic, has a mortality of about 10 per cent., and also by 
no means always makes sure that the child’s life will be saved, at 
least 9 per cent. perishing before delivery; and, although Zweifel, 
with his large number of cases, has a mortality of 7 per cent., Veit 
still considers that the prognosis is absolutely good. Admittedly, 
too, symphyseotomy requires a long time for recovery, and is often 
attended by disturbances of the bladder function. Among the above- 
mentioned cases contraction of the pelvis was the primary cause of 
difficulty in 12, and in them only a mild degree of contraction, that 
is to say, one that does not necessarily call attention to itself 
beforehand. As Mermann somewhat paradoxically says, “the 
narrower the pelvis the better the prognosis for Cesarean section,” 
thereby meaning, of course, that cases of severe deformity proclaim 
themselves at once, and are investigated, with the result that 
Cesarean section is performed at the time of election with ideal 
surroundings. With regard to the question of elevation of tempera- 
ture before delivery, there can be no doubt whatever that this will 
always add considerably to the mortality of Casarean section, but 
practically makes very little difference to that of perforation. ‘The 
same may be said of the length of duration of labour. In eclampsia 
the life of the child is always in danger, and fetal mortality is very 
high; therefore it must be admitted that the performance of 
Cesarean section, in the interests of the child alone, is highly 
questionable. On the other hand, it will not be admitted on all 
sides that rapid delivery is necessary at all in eclampsia, and, 
therefore, that perforation of a living child is, under this condition, 
unjustifiable. The author concludes by an admirable argument in 
favour of perforation, by showing that there is a better chance for 
future conceptions if perforation has been performed than if 
Cesarean section has taken its place; for, in the minor degrees of 
pelvic contraction, induction of premature labour offers very fair 
chances for the birth of living children, while it cannot, on the other 
hand, be expected that many women would submit to repeated 
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Cesarean operations. In support of this, one woman is quoted, 
whose first labour ended in perforation, and who had induction of 
labour seven times afterwards, with four dead and three living 
children as a result. Could it be expected that this patient would 
submit to seven Cesarean operations? Another woman had four 
inductions after a primary perforation, resulting in four living 
children. 


It must be admitted that every obstetrician views with great 
repugnance the perforation of a living child, but few will agree that 
the operation can ever be totally dispensed with, and the arguments 
brought forward in this paper go far to convince that this is a 
truism. 


Tuos. G. STEVENS. 


Rupture of Cervix and Lower Uterine Segment with a Dilator. 
Botpt (Herman J.). Amer. Jour. of Obstetrics, April, 1905. 


Tur patient was 27 years of age, had been married eight years, and 
had borne three children. She became pregnant for the fourth time, 
and miscarried, at what period of gestation is not stated. As 
hemorrhage still continued, 48 hours after the expulsion of the 
ovum, the doctor in charge of the case proposed to curette. “ He used 
a dilator prior to the intended use of the curette, and at once the 
structures gave way; a very profuse hemorrhage occurred, and the 
woman collapsed. On passing the finger into the rent he entered 
the peritoneal cavity and felt intestines.” The tear was plugged 
with a strip of iodoform gauze, and no further manipulations 
performed. Five hours later the patient was seen by Boldt. She 
had then partially recovered from the collapse, and complained of 
intense abdominal pain, vomiting, and much thirst. “The abdomen 
was distended, pulse poor quality, and very rapid. Symptomatically 
there was a beginning peritonitis.” The abdomen was opened, and a 
large quantity of fluid and clotted blood was found in the abdominal 
cavity. On examining the pelvis a laceration was discovered on the 
right side; this involved the whole length of the cervix, and extended 
a short distance above the level of the os internum; the broad 
ligament was perforated by an extensive tear through its posterior 
reflection; the peritoneum had been stripped off the anterior aspect 
of the uterus, and a large hematoma had formed in this situation. 
As the hemorrhage had apparently ceased, it was decided to adopt 
a conservative plan of treatment. “ Most of the blood having been 
cleared out, the pelvis on the side of the tear was packed with sterile 
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gauze, in such a way as to compress the vessels and at the same time 
cut off the uterine cavity so as to prevent infection by contamination.” 
The abdomen was then closed, and the end of the strip of gauze 
brought out at the lower angle of the wound. Death ensued two days 
later. Unfortunately no autopsy could be obtained. 


HERBERT WILLIAMSON. 


On the Employment of Blood-Agar Plates in Obstetric Work. 


Fasre and Amstap. Bulletin de la Soc. d’Obstét. de Paris, March 16, 
1905. 


Tue method which the authors of this paper have employed was first 
proposed by Sitmann, and subsequently modified by Lenhartz. It 
is claimed that by its use the invasion of the puerperal woman by 
streptococcus pyogenes can be determined early and easily, and that 
consequently it is of great clinical value, leading in a maternity 
hospital to early isolation, and to a correct prognosis and treatment. 

It is of course admitted that other organisms than the strepto- 
coccus pyogenes play a part in puerperal infections, such as the colon 
bacillus, the gonococcus, the anerobic organisms, and exceptionally 
the pneumococcus, but the streptococcus is nearly always found in 
the graver infections, and is after all the one we have mainly to 
fight. The method is available for the discovery of the organism, 
whether it be in the blood or in the lochia. 

To speak first of the culture from the blood, it is necessary to 
puncture a vein, not only because this method allows one to draw off 
a sufficient quantity of blood, but also because, as the authors say 
every impurity can be avoided with certainty. The method of 
Sitmann-Lenhartz consists in the mixture of the blood with the 
liquid agar. At the moment the blood is withdrawn the agar ought 
to be liquid and at the required temperature. It should have been 
heated to a hundred degrees and cooled slowly to between forty-five 
and forty-eight degrees. To each tube of agar is added three to five 
cubic centimetres of blood, and after well mixing the two liquids 
they are turned into a sterilised Petri bottle. In a very short time 
the blood-agar becomes solid and adheres intimately to the bottle. 
The Petri bottles are then placed in the incubator at a temperature 
of thirty-seven degrees. It is always necessary to make this mixture 
of the blood with the liquid agar and to turn it into a Petri bottle, 
and it does not at all suffice to make the blood run down on inclined 
agar, because the blood serum by its own bactericidal power can, 
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unless sufficiently diluted, prevent the growth of the germs when 
they are comparatively few in number. Add to this that in these 
cultures made direct in the tube the control of the growth of the 
germs and the control of the contingent impurities is rendered much 
more difficult. 

The authors ask what, in the case of a puerperal woman gravely 
infected, shall we see the next day on this blood agar? We shall 
find in twelve to eighteen hours small colonies varying in number 
according to the gravity of the infection. These colonies are 
greyish, round or slightly elongated. But the most characteristic 
feature and that which enables us to recognise them even macro- 
scopically as streptococcic is an areola, white in colour, which is 
formed around each colony. This areola is due to the absorption of 
hemoglobin by the streptococcus. If the colonies are very numerous 
the areole are confluent. If now we examine these colonies 
microscopically we see small chains and diplococci, which when 
cultivated in broth give rise to long chains characteristic of 
streptococcus pyogenes. 

There is a streptococcus which does not produce the areole of 
absorption, the streptococcus gracilis. It forms small colonies which 
are either black or slightly greenish. But the authors state that the 
gracilis has never caused puerperal fever, nor is it found in 
cultivations from erysipelas or phlegmon. It plays in general a rdle 
of little importance. Besides the streptococcus, the pneumococcus 
will grow strongly on the blood-agar, producing well-developed 
colonies strikingly green in colour, and the staphylococcus and the 
gonococcus can also be cultivated. It is not often that the 
differential diagnosis between typhoid fever and puerperal fever 
requires to be made, but the authors claim that a blood culture in the 
method indicated affords a sure and easy method of diagnosis. The 
colonies of the typhoid bacillus develop thirty-six hours after the 
withdrawal of the blood, and appear as black points in the depth 
with a slightly greyish colour at the surface. They say that this is 
more sure, and that the diagnosis is made much sooner than by the 
Widal reaction. 

Apart from the blood examination the blood-agar should be used 
for the examination of the lochia. In mild cases of puerperal 
infection organisms will be found in the lochia and not in the blood, 
and it is in these cases that vigorous intra-uterine treatment is called 
for. Where the culture from the blood is positive as well as that 
from the uterus, intra-uterine treatment is no longer indicated. 
Summing up, the authors claim that the method allows (1) of the 
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easy recognition of the streptococcus pyogenes; (2) of the separation 
of the gracilis group, which is important because the latter plays no 
active rdle in the etiology of puerperal fever; and (3) that the 
technique is of great simplicity. 

R. Hamitton BEtt. 


The Bacillus Aerogenes Capsulatus in Puerperal Infection. 


Littte. Johns Hopkins Hospital Bulletin, April, 1905. 


Tue “gas bacillus” was first described by Welch and Nuttall in 1892, 
and in 1897 Dobbin reported its isolation from a case of physometra, 
and suggested that this organism was the true etiological factor 
concerned in its production. Apart from Dobbin’s original case, and 
one which he observed subsequently, no one in England or America 
has recorded the isolation of this bacillus during the course of 
puerperal fever. Such observations, however, have been made both 
in France and Germany. The difficulty is the varying names under 
which the organism is described, giving the impression of varying 
bacteria, whereas the author of this paper believes them to be 
undoubtedly identical with the bacillus of Welch and Nuttall. 
The best known of these are (1) the “ vibrion septique ” of Pasteur, 
generally believed to be the bacillus of malignant edema. Arguments 
are, however, given against this view and in favour of its representing 
an impure culture of the gas bacillus; (2) the bacillus phlegmones 
emphysematose of Fraenkel, which, although admitted by Fraenkel 
himself to be identical with the gas bacillus, is still the only one 
widely known in Germany, and (3) the bacillus perfringens, admitted 
by its investigators to be identical with Fraenkel’s bacillus. Some 
other less well-known organisms are mentioned, i.e., bacillus 
emphysematis vagine, the granulo-bacillus saccharobutyricus 
immobilis liquefaciens, the bacillus aerogenes aerophilis agilis, and, 
finally, the bacillus septique erobie of Legros and Lecéne. This 
seems to be identical with what Dr. Welch calls the aerobic form 
of the gas bacillus, and is practically interesting from the fact that 
it was so named to accentuate its points of similarity with, and 
dissimilarity from the vibrion septique. 

The cultural characteristics and pathological properties of bacillus 
aerogenes capsulatus are well known; but many are not aware of the 
extent of its distribution. It has been found regularly in the feces 
of human beings, as well as of dogs, cats, swine, rabbits, etc., and 
likewise in the excreta of flies found hovering about dead bodies. It 
is frequently found in garden earth, but rarely in street dust; 
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occasionally it may be isolated from the dust of hospital wards, and 
from scrapings of the human skin. Its presence in the uterus in 
cases of infection is not surprising. 

According to Dr. Welch, its introduction into the pregnant or 
puerperal uterus may give rise to one or more of the following 
conditions : — 

1. Emphysema of the foetus. 

2. Puerperal endometritis. 

3. Physometra. 

4. Emphysema of the uterine wall. 

5. Gas sepsis. 

Gas sepsis is probably the most important of the five sub- 
divisions. Though cases showing evidence of general infection with 
the gas bacillus are not infrequently seen at autopsy, it is often 
difficult to decide whether the infection occurred during life or 
post-mortem. In but five cases has the bacillus been isolated from 
the blood during life, all of which terminated fatally. Three of these 
were not puerperal; indeed, one was apparently a case of chorea. 
The words of the author are, “Gwynn repeatedly cultivated the 
bacillus from the blood in a case of chorea.” It is hard to believe, 
as, indeed, are some of the other statements in the article; but, 
coming as it does from Johns Hopkins Hospital, it must be deemed 
worthy of consideration. 

The two instances of puerperal infection are recorded by Fraenkel 
and Lenharz. Fraenkel’s case was reported with practically no 
detail, while in Lenharz’s the patient died from a general infection 
following an abortion at the second month. The vagina had been 
tamponed. There were marked pyrexia, jaundice, and air-hunger; 
later the patient became irrational. At the autopsy gas was present in 
the heart, and bacilli were found in sections from all the organs. 
There was no note of general emphysema. 

In one of the author’s cases, reported in detail at the end of the 
article, the infection of the rabbit, the presence of bacilli in the 
smear preparations, and the distribution of the organisms in the 
microscopical sections of the tissues, leave little or no room for doubt 
that the bacillus was present in the blood some days prior to death. 

Puerperal endometritis is second in importance only to gas sepsis, 
and must be considered as a possible forerunner of that condition. 
Apart from cases ascribed to bacillus perfringens by Moucholte and 
Jeannin, no examples of such infection have been reported since 


Dobbin’s paper. Jeannin has also reported three cases of physometra 
in which bacillus perfringens was isolated. 
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In the obstetrical department of the Johns Hopkins Hospital the 
experience with the gas bacillus comprises some fifteen cases, in ten 
of which the bacillus was identified with absolute certainty. It is 
worthy of note that of these ten cases of infection seven followed 
operative procedures, and an eighth a self-induced abortion. In one 
case, however, which entered the hospital profoundly infected, the 
patient stated that she had not been examined vaginally. The 
organisms cultivated from this patient were obligate anaerobes, and 
intestinal ulcers were found at the autopsy. The author states that 
though usually gaining entrance to the uterus by means of the 
examining finger or by instruments, easy to understand when their 
presence in human feces is remembered, the organisms may 
occasionally be present in the circulating blood, by which they are 
carried to the uterus. Once within the uterus the character of the 
reaction produced will probably vary with the facilities for growth 
and development afforded by circumstances. It would seem that the 
anaerobic growth is favoured by such procedures as packing the 
vagina. In cases where the infection is mixed it is doubtful whether 
free drainage would preclude the growth of anaerobes, since aerobes 
not only absorb a certain amount of oxygen, but also give off some 
substance favouring the growth of anaerobes. 

The method of taking cultures from the uterus in use at the 
Johns Hopkins Hospital is shortly described. Should the gas bacillus 
be present, there is usually no difficulty in recognising it in coverslip 
preparations made directly from the uterine contents, particularly 
when stained by Gram’s method. When associated with other 
organisms, its isolation in pure culture may offer some difficulty, but 
can be effected by pasteurization, the gas bacillus offering great 
resistance to heat, 65°C. for three to five minutes. ‘“‘ When the 
organism has been isolated in pure culture, we have invariably proven 
its identity by obtaining a characteristic reaction after its inoculation 
into a rabbit.” 

The recognition of the presence of the gas bacillus is important 
in relation to that large group of cases known as “Sapremia.” The 
diagnosis in such cases is usually based on the benign clinical course, 
which has been shown to be a fallacious method by several bacterio- 
logists. The author supports the contention of Bumm and Williams 
that no case should be diagnosed as sapreemia without a bacteriological 
examination. Doleris says that all organisms found in saprophytic 
infections have been found in the vagina. As B. aerogenes capsulatis 
is not an inhabitant of the vagina, and as it would appear neither 
advisable nor justifiable to classify it with the ordinary putrefactive 
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bacteria, the possibility of its giving rise to auto-infection or 
sapremia, is very remote. The physician must be held responsible 
for its introduction unless satisfactory proof to the contrary can be 
adduced. 

Treatment is shortly discussed, the routine methods employed for 
avoidance of infection being first described. Should fever ensue the 
points to remember are (1) removal of any retained products by the 
finger, not the curette; (2) free drainage; and (3) stimulation of the 
natural resistance of the patient. In regard to this last point the 
greatest emphasis is placed on the necessity for large quantities of 
fluid either taken by mouth or injected into the rectum. 

Hysterectomy may be justifiable, but only when the infection is 
on the point of becoming generalised, and the difficulty in establishing 
this definite moment is obvious. 

The article ends with a synopsis of the cases in which the presence 
of the gas bacillus has been demonstrated, but it is not contended 
that it was in each instance the determining factor in the causation 
of the fever. These cases are markedly different in clinical character- 
istics, some of them being severe cases of septicemia ending in death, 
others of them quite mild cases of puerperal infection. It is im- 
possible here to analyse them in full, but an example of the last may 
be given:—‘Inevitable abortion; vaginal pack; marked rise in 
temperature subsequent to labour (103°); no subjective symptoms 
and temperature normal within 48 hours; source of cultures, uterine 
lochia; smears show coarse bacilli staining by Gram’s method; 
cultures show bacillus aerogenes capsulatus.” 

This is sufficiently startling, but there are others as remarkable, 
for details of which reference must be made to the original paper. 

The contrast between these results and those recently recorded by 
bacteriologists in this country is obvious. Reference need only be 


made to the paper by Foulerton and Bonney recently published in 
this JOURNAL. 


R. Hamitton Bett. 


Researches on the Times at which Various Soluble Ferments 
appear in the Milk of Nursing Mothers, and their Signifi- 
cance in the Alimentation of the Infant. 


Bertino (ALEssanpro). Annali di Ostet. e Ginecol., February, 1905. 
Tue author quotes the researches of others, especially those of 
Spolverini. He details his methods for determining the presence of 
the various ferments, and gives, in tabular form, the results found 
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in 14 cases examined. The author concludes that the ferments 
(hydrating, amylolytic, pepsin and trypsin, oxidising, glycolytic and 
lipolytic) are constantly found in the colostrum, as well as in the 
milk, during lactation, even when the milk is beginning to fail in 
quantity. These ferments are not destroyed by such antiseptics as 
peroxide of hydrogen, but are destroyed by boiling. As to their 
absolute value to the child, he is unable to make any dogmatic 


assertion. 
E. H. L. 


GYNAECOLOGY. 
An Ovarian Tumour in a Child of Eight. 


Nacet. Verhandiungen der Gesellschaft fiir Geburts. und Gynakol. 
zu Berlin. Zeits. fiir Geburts. und Gynakol. Bad. liii., Ht. 3, 
p- 580. 


A cuitp of 8, whose parents had noticed that her abdomen was 
increasing in size, was brought to Nagel with a three days’ history of 
vomiting, complete constipation, and severe abdominal pain. An 
ovarian tumour with twisted pedicle was diagnosed. Operation proved 
this diagnosis to be correct, a tumour partly cystic and partly dermoid, 
as large as a boy’s head being removed. The pedicle was twisted and 
there were a few adhesions. The child made a good recovery. 


Henry Russert ANDREWS. 


Pathological Condition of the Ovaries as a Possible Factor in 
the Etiology of Uterine Fibroids. 


CampBELL (Matcotm). The Scottish Medical and Surgical Journal, 
May, 1905. 


Dr. CampseELy points out that Pilliet, in the Bulletin Soc. Anat., 
Paris, 1894, first advanced the theory of the perivascular origin of 
fibroids. If the growth originates in relation to the blood-vessels we 
are justified in at least suspecting that the cause of the growth is to 
found in the blood circulating in these vessels. Starting from this 
point of view, the author kas carried out a series of observations with 
the purpose of ascertaining if there were in the ovaries associated 
with fibroid tumours any constant, or even frequent, departures from 
the normal structure. He examined the ovaries in 20 consecutive 
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cases of uterine fibroids in which hysterectomy was performed 
“selected” so that they were all between the ages of 25 and 45—the 
reproductive period. As a control, 20 sets of ovaries obtained 
post-mortem from patients between the same ages who had died from 
non-pelvic and acute disease, and in whom the uterus presented no 
naked-eye changes. After careful analysis of the macroscopic and 
microscopic characters of these ovaries, two points stand out in con- 
nection with the ovaries associated with fibroids : — 

1. As a rule the normal function of ovulation was in abeyance. 

2. There were marked retrograde pathological processes going on 
in connection with the Graafian follicles and corpora lutea. 

It is now almost universally acknowledged that an internal 
ovarian secretion is necessary to maintain the genital organs in a 
physiological condition during the reproductive era of a woman’s life. 

During pregnancy there must be some provision for an increase 
in this secretion in order to aid the hypertrophic changes in the 
uterine muscle, and this increase is obtained by a suspension of 
ovulation in order that the ovarian energy may not be dissipated on 
the maturation of Graafian follicles. 

Between the ovary of pregnancy and the ovary found associated 
with fibroids there is thus seen to be a striking parallel. In both 
ovulation is suspended. In the ovary of pregnancy the energy thus 
conserved is expended on the maturation of the corpus luteum and 
the production of an internal secretion, which acting on the uterus 
leads to the uniform and symmetrical hyperplasia of the muscular 
tissue of that organ. 

In the ovaries associated with fibroids the corpora lutea are 
found to be the seat of pathological changes, hence it seems not 
improbable that such ovaries may produce a pathological internal 
secretion which acts on the uterus in such a way as to lead to an 


asymmetrical and irregular hypertrophy of the tissues of the uterine 
wall. 


Comyns BERKELEY. 


Abdominal Total Extirpation of the Uterus with Sagittal Section 
of the Cervical Stump in Cervical Myomata. 


Reinecke (K.). Deuts. med. Wehnschr., April 6th, 1905. 


THE writer points out that there has been a great change in the last 
few years in the view that myomata are necessarily harmless tumours 
because they are structurally benign new growths. In accordance 
with this change of view the older medical methods of treatment 
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have been largely supplanted by surgical measures. Myomata present 
such variations in their symptoms and course that each case must be 
individually considered. 

According to Landau the indications for operative interference 
are :—(1) Excessive hemorrhage; (2) pain which interferes with the 
patient’s capacity for work or enjoyment of life; (3) pressure and 
traction symptoms which may interfere with the intestinal tract, the 
urinary system, the respiratory organs (dyspnea, etc.), and the heart 
(hypertrophy, myocarditis, fatty heart); (4) the occurrence of 
inflammatory suppurative or septic processes in the tumour or in or 
around the uterus or its appendages ; (5) rapidity of growth (suggesting 
malignant degeneration); (6) ascites. In the choice of operative 
procedure the size of the tumour and the age of the patient must be 
the chief consideration. 

Diihrssen makes the following recommendations: (1) Myomata up 
to the size of the fist in young individuals are, as soon as symptoms 
unrelieved by curettage develop, to be removed per vaginam by 
vaginal celiomyomectomy, or in the case of isolated submucous 
myomata through the cervix (colpomyomectomy) ; (2) larger myomata 
in young subjects are to be removed by ventral enucleation; (3) 
myomata up to the size of the foetal head in women about the meno- 
pause are to be removed by vaginal hysterectomy; (4) myomata of 
larger size than the fetal head—irrespective of the age of the 
patient—require removal by ventral celiotomy, with or without 
extirpation of the uterus. 

On the ground of their clinical significance, diagnosis and treat- 
ment, cervical myomata are to be differentiated from myomata of the 
body of the uterus. The majority of the cases of cervical myomata 
can only be dealt with by total extirpation of the uterus. The most 
difficult cases of combined cervical and corporeal myomata generally 
require some modification of abdominal hysterectomy for removal of 
the cervical myomata. Diihrssen’s method consists in removing the 
body of the uterus by supra-vaginal amputation, and then splitting 
the cervical stump sagittally down to the vagina, the cervical canal 
being used whenever possible as a guide. 

The writer operated in this manner on a multiparous woman 
aged 52 on account of menorrhagia causing very severe anemia. 
The patient was unaware of the presence of a tumour. Along with 
the uterus and left appendages, consisting of a stretched and elongated 
tube and mesosalpinx, with a hypertrophied small cystic ovary, were 
also removed. The cavity left after removal of the uterus forming 
the bed of the tumour bled freely. This was plugged with gauze 
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until saline infusion was performed. On removal of the tampon the 
bleeding had ceased. To obtain better drainage from below, the 
posterior wall of the vagina was incised along its posterior wall. An 
iodoform gauze tampon was passed through the abdomen into the 
vagina, the cavity being also lightly plugged with gauze. The 
abdominal wound was closed in three layers. Convalescence was 
interrupted by an attack of pulmonary hypostasis, with some elevation 
of the temperature, after which recovery was complete. 


Frank E. Taytor. 


Contribution to the Origin of Adeno-Myoma of the Uterus. 


(J. WurrrmcGe). Annals of Gynecology and Pediatry, 
January, 1905. Vol. xviii., No. 1. 


THE uterus was obtained from a woman who died just after delivery 
from hemorrhage due to placenta previa. After hardening, a 
sagittal section disclosed numerous irregularly-shaped, more or less 
oval areas of a dull white appearance. In size they varied from a 
millimetre in diameter to structures 5x10mm. in their various 
dimensions, and extended throughout the entire thickness of the 
uterine wall. The areas were most abundant just beneath the 
endometrium. Upon microscopical examination they were found to 
consist of typical decidual cells and glandular spaces lined by 
cuboidal epithelium. 


The author states that this is the first case in which such a dis- 
tribution of decidual tissue has been observed, and there could be no 
doubt as to the origin of these areas. The author also points out that 
in not a few cases the glandular elements in typical adenomyomata 
showed changes identical with those occurring in the menstruating 
endometrium. 


Dr. Williams agrees with the vast majority of recent writers who 
hold that in most cases these structures are developed from Miillerian 
elements and not from the Wolffian body, as von Recklinghausen 
contends, although he does not go as far as some who refuse to 
acknowledge that the Wolftian body has anything to do with the 
matter at all. 


Comyns BERKELEY. 
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The Treatment of Menorrhagia and Hzmoptysis by Inhalation 
of Nitrite of Amyl. 


Cotman (Horace). The Scottish Med. and Surg. Journal, May, 1905. 


In the Lancet of 1904, Vol. ii., p. 522, Dr. Hare, of Brisbane, 
advocated the use of amyl nitrite to check hemoptysis, and reported 
several cases due both to phthisis and mitral disease, in which the 
bleeding had been checked. He noticed in one of his patients that 
menstruation was also checked completely on many occasions when 
inhaling amyl nitrite for angina pectoris. 

Dr. Colman now reports a case of very severe menorrhagia in a 
woman, age 563, whose uterus had been examined for disease, with 
the result that only thickened endometrium was found. Curetting, 
large doses of ergot, and rest failed to ensure any real benefit. 
Dr. Colman then directed the patient to go to bed when menstruation 
came on, and when it was excessive to inhale three minims of amyl 
nitrite. The loss was at once checked, and stopped in twelve hours. 
Treatment has been continued for five months up to the present time, 
with the result that there is a marked improvement in the general 
health; the anemia has gone, and the menstrual flow is diminishing. 


Comyns BERKELEY. 


Case of Fatal Complete Irreducible Prolapsus Uteri. 


Srupson (J. F. Barsour). The Scottish Med. and Surg. Journal, 
March, 1905. 

Tue patient, age 42, was admitted to the Royal Infirmary in 
consequence of an irreducible prolapse accompanied by a temperature 
varying from normal in the morning to 101 in the evening. She 
also suffered from vomiting, and great frequency of micturition. 
There was pain on palpating the abdomen, and at the level of the 
umbilicus a hard mass could be felt. The prolapse was first noticed 
16 months previous to admission. The patient died 18 days after 
admission. At the post-mortem dense chronic general peritonitis was 
found, the matting being so intense that it was impossible to reduce 
the prolapse. A collection of pus was found between the umbilicus 
and pubes, communicating with the deeper parts of the pelvis 
and the utero-vesical pouch. 

The case is remarkable on account of its rarity, and because of 
the slight inconvenience caused. It is not clear how the septic 
processes to which the patient succumbed originated. 

Comyns BERKELEY. 
30 
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A Case of Primary Abdominal Pregnancy. 
VaLpAGNI (VincENzO). La Ginecologia, March 31st, 1905. 


Tue author records a case which he believes to be one of primary 
abdominal pregnancy. The patient was aged 32, and had had three 
children, the last in 1897. There was no history of gonorrhea, 
or of any other trouble connected with the genital organs. She 
menstruated regularly up to the end of 1901, but in January, 
February, March, and April, 1902, although the loss occurred at the 
proper time, it was very slight in amount. In her previous 
pregnancies she had had slight monthly losses. Besides the change 
in the catamenia she noticed some of the ordinary symptoms of 
pregnancy. In May, 1902, after taking a purgative, she had a short 
attack of severe abdominal pain. She passed no blood or membrane. 
Just after this attack of pain she noticed that the breasts became 
tense, and that milk ran from them. Menstruation became quite 
normal again, and she had no trouble, except a sense of weight in 
the lower abdomen. 

In June, 1903, more than a year after the sudden attack of pain, 
a freely movable ovoid tumour was found in the right iliac fossa, 
which seemed to have no definite connection with the uterus. ‘The 
tumour felt as hard as a uterine fibroid. The history pointed to the 
diagnosis of extra-uterine pregnancy, the physical signs rather to 
that of an adnexal tumour. Laparotomy was performed, and it was 
found to be difficult to open the peritoneal cavity on account of 
the intimate adhesions between the tumour and the omentum, 
mesentery and small intestine. The uterus, tubes, and ovaries 
appeared to be normal in every way. The tumour, which measured 
about 34 inches in diameter, contained a very much macerated feetus, 
which, when straightened out, measured nine inches in length. ‘lhe 
placenta could be identified in the covering of feetus, but in the 
extra-placental part of the capsule it was impossible to demonstrate 
the presence of chorion or amnion. 
Henry ANDREWS. 


Abdominal Pain from Adhesions. 
Cumston. Albany Medical Annals, May, 1905. 


Tur author gives an account of the symptoms he ascribes to the 
presence of abdominal adhesions, but he does not make out a very 
convincing case. Arguing from the evidence—obtained during the 


3 


Current Literature: Gynecology 439 


performance of laparotomies under local anesthesia (Lennander)— 
of the marked susceptibility to pain of the parietal peritoneum as 
opposed to the visceral, he considers that pain is only caused when 
adhesions are inserted on the parietal peritoneum and become stretched 
or pulled on. This explains why very extensive adhesions in tuber- 
culous peritonitis often cause no disturbances, while in other cases a 
single thin thread will cause intense pain. A small narrow band of 
adhesion can cause much more marked symptoms than when the 
adhesions are quite extensive, as when the adherent surface is con- 
siderable the stretching becomes divided and also, since the surface 
is large, the influence upon single nerve endings is too trifling to 
result in pain. Pain due to intestinal stenosis is a secondary result 
of adhesions and is not taken into consideration. 

The various disturbances caused by adhesions are classified into 
three groups according to site. The gastric form, arising from ulcer, 
carcinoma ventriculi, cholelithiasis, ete., the intestinal and the pelvic 
forms. Symptoms from the pelvic form are the most common, first 
owing to the frequency of inflammatory processes in that region and 
the formation of adhesions to the parietal peritoneum, and secondly 
from the frequently changing relationship of the bladder and rectum, 
as well as the menstrual hyperemia of the genitalia, leading to their 
stretching. The characteristic symptoms are pain at stool or at 
micturition and during the menstrual period, and when the patient 
strains, or when the body is subjected to any shock or sudden changes 
in the body position as in riding. The pain is often localised to one 
spot, and here there is sometimes a circumscribed pain on pressure. 
When the pain occurs in paroxysms, the attacks are apt to resemble 
one another and always present the same train of symptoms. Another 
point which is most characteristic, and which is not infrequently met 
with is that the pain may become lessened or increased, by certain 
muscular movements, or positions of the body, as for example when 
the patient rises or turns over on one side or the other. By a careful 
observation of all the symptoms a fairly certain diagnosis can be 
reached in spite of the many difficulties present. When arising from 
the presence of adhesions they are never relieved by medical treat- 
ment, and are extremely obstinate, so that the typical characteristics 
of the pain and the form of the attacks will suggest a diagnosis. A 
point of fixed pain always recurring at the same spot has a real 
significance, which too frequently is looked upon as neurotic, and 
to which the vague term of neuralgia is given, when in reality the 
true lesions are mechanical and curable. 

The treatment of adhesions is purely surgical, at least in the 
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severer forms. Since, in the majority of cases, a single band-like 
adhesion is the cause of the disturbance, its removal will result in a 
complete cure. In cases where the adhesions are extensive and 
numerous, it is very often difficult to break them up completely, so 
that the operation does not bring about the desired result on account 
of a recurrence. In cases where ileus from adhesions is brought 
about, it is preferable to perform gastro-enterostomy. 


J. S. FarrBarrn. 


The Physiological and Therapeutical Action of Aspirin. 
Curpicuimo (Francesco). Annali di Ostet. e Ginecol., April, 1905. 


Tue author quotes the literature of the subject, and gives the results 
of his own observations and experiments. Aspirin is found as 
salicylic acid, shortly after administration, in the urine and in the 
synovial fluids, but not in the milk of women or of other animals.. 
It may, therefore, be administered to nursing mothers. Aspirin 
renders the uterine contractions less energetic; it is a valuable drug: 
in ovarian dysmenorrhea; it diminishes the pain in dysmenorrhea 
of nervous uterine origin also, or from inflamed appendages. It is. 
specially valuable in the painful menstruation of virgins, when given 


in the pre-menstrual period, 
EK. H. L. Ovrpmant. 


Examination of the Uterus after Atmocausis. 
Fretscumann. Zentral. fiir Gynidkol., 1905. No. 20. 


Tur writer records the macro- and microscopical features of a uterus: 
removed one year and six months after atmocausis. The patient was. 
aged 39 years; she suffered from profuse and painful menstruation. 
In October, 1903, the cervix was dilated with a laminaria tent and 
the uterus curetted, and then superheated steam applied for one 
minute at a temperature of 110°C. This was followed by three 
months’ amenorrhea, after which the menstrual flow became more 
excessive than before the operation. Fleischmann performed vaginal 
hysterectomy in April, 1905. The uterus was enlarged, its walls 
thickened, its vessels sclerosed, and its mucosa presented the 
following changes. Immediately above the internal os the surface- 
was scarred and depressed, higher up in the cavity there was a deeper 
depression of larger size, whilst the upper half of the cavity presented 
swollen mucous membrane which reached to the margin of the scar 
below. 


Microscopically the thick mucous membrane showed hyperplasia 
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and hypertrophy of the glands. The mucosa over the central 
depression was devoid of glands and atrophied, presenting a surface 
of cylindrical epithelium one layer in thickness. In the lowest part 
of the body the mucosa contained but a few glands, and these were 
cystic. This showed that the steam took greatest effect on the middle 
of the cavity, below this a few glands escaped, and these, by blocking 
of their orifices, became cystic, whilst in the upper part the action of 
the steam was only superficial. Fleischmann suggests that the 
curettage might in part account for the irregular effects of the steam, 
since in scraping, the lower segment of the cavity is the part to which 
all strokes of the curette converge, and so it becomes more deeply 
abraided than the upper. However that may be, the atmocausis in 
this case entirely failed to obliterate the uterine glands and destroy 
the mucous membrane. 
CuTHBERT LOCKYER. 
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REPORTS OF SOCIETIES. 


OBSTETRICAL SOCIETY OF LONDON. 


Meeting held Wednesday, May 8rd, 1905, W. R. Daxin, M.D., F.R.C.P., 
President, in the Chair. 


Dr. R. Boxat read the paper on Morrarity 1n CHILDBED BOTH IN 
HospiTaL AND IN GENERAL Practice, which appeared in the May number 
of this Journat. 

Dr. GaLaBIN expressed an opinion on the conclusion that the death-rate 
from puerperal sepsis has, if anything, shown a tendency to increase in 
each division of the kingdom. He thought this conclusion too pessimistic, 
and not supported by the charts. From statistics which he had himself 
published, he concluded that there has been a distinct improvement in the 
mortality from puerperal septicemia in England and Wales since 1880, 
which for the previous 25 years had been conspicuously absent, although 
it was not so great as might be desired, being rather less than half the 
improvement in septic diseases apart from the puerperium. 

Dr. W. S. A. GrirritH said that it was obvious to every consultant that 
as a rule, the disease was neither diagnosed nor was efficient treatment 
adopted until the patient was hopelessly septic and beyond the aid of 
successful treatment. He thought some other cause must have been at 
work to account for the disastrous effects of douching with salufer. At 
Queen Charlotte’s patients were frequently admitted in labour with 
infective vaginitis, and it has not always been possible to disinfect these 
severe cases in time. He asked if Dr. Boxall had met with the same 
difficulty, and, if so, how he had so successfully dealt with them. 

Dr. C. O. Fowzer alluded to the difficulty met with by medical 
practitioners in controlling the engagement of nurses for confinement cases 
in private practice. He considered that a nurse should never be asked to 
give a douche unless she had had a proper training. He deprecated the 
practice which largely prevailed of the nurse endeavouring to get the case 
over before the arrival of the doctor. He knew it was a common practice 
among some of those who ostensibly professed to follow aseptic methods 
to handle various articles between the disinfection and the vaginal 
examination, regardless of the risk of reinfecting them. 

Dr. CuLiincwortH related the circumstances under which, on _ his 
initiative, salufer had, for a time, been used as a douche and for washing 
the external genitals. He was still in doubt as to whether the occurrence 
of sepsis just at that particular time was really due to the use of salufer. 
Of course, salufer itseif could not convey infection, and if it was the 
cause of the outbreak, it could only be so indirectly owing to the dis- 
continuance of douching with corrosive sublimate. He could not believe 
that possible. The charts and table given in the paper provided material 
upon which others could build. The great value of the paper, to his mind, 
was that it once more emphasised the unpleasant fact that whilst, in 
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lying-in hospitals, sepsis had for all practical purposes been eliminated, 
the prevalence of puerperal septicemia in the country generally was just 
as great as ever. He quite agreed with the position taken up by the 
President in his inaugural address. He believed that the great hope lay 
in the direction of better clinical instruction both for medical students and 
for midwives. He should rejoice if the passing of the Midwives Act had 
the effect of indirectly calling attention to the conditions under which 
English medical students obtained their practical instruction in midwifery 
and of bringing about a much-needed reform. 

Dr. Purstow thought that the great importance of cleansing and dis- 
infecting the vulva of the parturient woman was sometimes apt to be 
neglected in private practice. 

Dr. Boxau1, in reply, said that he hoped for the sake of humanity 
that Dr. Galabin’s criticism would prove correct. The evidence of the 
disastrous effect of salufer as a douche rested not on the mortality so much 
as on the morbidity records, as evidenced by the temperature charts. This, 
to his mind, appeared conclusive, and warranted the belief that it is better 
to omit the douche altogether than to use with it an inefficient antiseptic. 
He considered that a nurse, unless properly trained, should never be 
allowed to administer a douche after delivery. In his experience, also, 
notification of puerperal fever was rarely made till death was imminent. 
The Notification Act has been practically inoperative in many places as 
far as puerperal fever is concerned. Recognising the futility of attempting 
to determine the presence of gonorrhceal and of septic matter in the vagina 
in the case of patients admitted to hospitals during labour, the practice is 
made of disinfecting the vulva and vagina, if possible before delivery, 
and of douching with an antiseptic solution immediately afterwards. 
Under this treatment, rarely do ophthalmia cases occur. He had never 
seen a septic case in hospital which was attributable to gonorrhea. It 
was satisfactory to find such a general consensus of opinion among Fellows 


of the Society as to the necessity of improving the clinical teaching of the 
medical student in midwifery. 


REPEATED TUBAL PREGNANCY. 


Dr. C. E. Purstow read a short account of a case in which he had 
operated twice. On each occasion there was intraperitoneal hemorrhage 
from the fimbriated extremity of the tube, after the patient had gone 
exactly a fortnight over the period. 

Mr. AuBan Doran referred to a case in his own practice which had 
symptoms of tubal abortion on the right side, and in which he operated a 
year later for tubal gestation on the left. He then found evidence of the 
former pregnancy. 

Dr. Hersert R. Spencer said he thought that repeated tubal pregnancy 
was not so rare. He had himself operated on three cases, although he did 
not usually operate in early tubal gestation. In two of the three cases he 
had operated once, in the other twice, removing the two moles in each case. 

Dr. CuLuincwortH thought that the general opinion of the Society 
would be against the removal of the second and unaffected tube as a pre- 
cautionary measure, and that it was altogether unjustifiable. 


Acute Gonococcic PERITONITIS. 


Mr. A. G. R. Fou.zrton showed microscopic specimens from a case of 
acute peritonitis, in which cultures of micrococcus gonorrhea had also 
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been obtained from the peritoneal exudation. The tubes and ovaries of 
both sides were removed by operation. The micrococcus gonorrhoea was 
found in the vaginal discharge, and also in pure culture in the pus con- 
tained in the tubes. Histologically, the lining epithelium of the tubes 
showed but little change, and a careful examination had so far failed to 
show any penetration of the gonococci either into the epithelial cells 
themselves, or below the epithelial lining. He thought that infection of 
the peritoneum had been brought about by an acute kink near the middle 
of the right tube. The ostium abdominale of the left tube was apparently 
closed. 

Dr. CuLLincworTH could not agree with Mr. Foulerton’s explanation of 
the peritoneal infection resulting from kinking of the tube. 

Dr. Victor Bonney showed an ovarian cyst which had undergone axial 
rotation and rupture, and also of the uterus affected by semi-malignant 
overgrowth of the endometrium. 


Dr. Munro-Kerr showed a myoma of the uterus which had become 
invaded by a carcinoma which had arisen in the body of the uterus, and 
also a microscope slide from a case of carcinoma of the cervix of the uterus 
complicating labour at term. The foetus was removed by Cesarean 
section through a fundal incision. Subsequently the whole uterus was 
removed by the vagina. 

Dr. Spencer said he considered the fundal incision a mistake. He 
thought with Olshausen that the wound should be closed by suture, with a 
view to preventing infection of the peritoneum. He hoped that the result 
of the case would be recorded when sufficient time had elapsed to judge 
of it. 


BRITISH GYNACOLOGICAL SOCIETY. 


Meeting held May 11th, 1905, Dr. Witu1am ALEXANDER, President, in the 
Chair. 


Dr. Gzorce Burrorp showed a specimen of Ectopic Gestation occurring 
simultaneously in both Fallopian Tubes, removed at the end of the second 
month of pregnancy from a multipara aged 33. There was a clear history 
of regular menstruation for three years antecedent to the present 
gestation. Examination showed the parts removed to consist of two tubal 
sacs, each with the corresponding foetus, from the right and left side 
respectively. The patient made a good recovery. 

The Present remarked that the specimen was a very rare one, and 
could not remember having seen a similar one. 

Dr. Rout said gestation must have occurred in both tubes at the same 
time. He believed double gestations were extremely common in America, 
but this was probably due to another cause. 

Dr. MacnaucuTon Jones showed specimens of (1) Double Salpingo- 
ovaritis, the result of gonorrhoea, illustrated by epidiascope ; (2) Contents 
of Uterus removed for suppurative endometritis, the result of gonorrhea ; 
(3) Malignant Cyst of Ovary, illustrated by epidiascope. In the case of 
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malignant cyst of the ovary, it was the second he had met in a fortnight. 
The lady was 63 years of age, and had nine pregnancies. About 12 years 
ago she noticed a swelling in the right groin, which disappeared last year. 
On cperating he found a quantity of ascitic fluid. The cyst was adherent 
to the rectum and surrounding parts. The omentum was thickened with 
papillomatous growth. Another cyst was at the floor of the pelvis, and 
was left. 


The Prestpent asked if the gonococcus had been found in the case of 
salpingo-ovaritis. The reply was in the negative. 


A paper was then read by Dr. Gzorcz Burrorp, in conjunction with 


Dr. JAMES JOHNSTONE, on TRANSFUSION, SUBCUTANEOUS AND INTRAVENOUS, 
IN GYNHZCOLOGICAL PRACTICE. 


After giving a brief history of the evolution of blood transfusion in 
England from the experiences of Lower and King, communicated to the 
Royal Society in 1666, to those of Schafer enumerated in a report to the 
Obstetrical Society in 1879, the practice of saline transfusion initiated by 
Goltz, and legitimised by William Hunter, was briefly sketched, and 
mention made of the work of Jennings and others. Dr. JounsTong then 
dealt with the question from the physiological and pathological aspect, 
and said a large quantity of blood may be withdrawn from the circulation, 
and the blood-pressure, which may have fallen, soon regain its normal 
height, owing to increased peripheral resistance, due to the action of the 
vasomotor centre. It is only after very severe hemorrhage that the 
pressure falls rapidly, and death will follow unless means are taken to 
prevent failure of the circulation. An essential feature common to 
hemorrhage and shock is a fall in blood-pressure, due in the former case 
to depletion of blood and in the latter to diminished peripheral resistance. 
By restoring blood-pressure we may hope to save our patient. The 
objections to using blood in transfusion are: the difficulty of obtaining 
it in sufficient time and quantity ; the difficulty of preventing clotting and 
the doubtful value of it. The advantages of normal saline are that it does 
not alter the physical, chemical or physiological characters, and has no 
reaction on red cells, it is readily prepared, the process of transfusion is 
free from danger, the quantity may be varied at will and repeated if 
necessary. 


Dr. Burrorp then gave a report of 25 cases, post-operative and 
puerperal, in which transfusion of normal saline solution had been 
employed. In the post-operative cases, where the indications were those 
of shock or hemorrhage, they almost uniformly recovered. Where the 
indications were those of sepsis, the transfusion of normal saline was 
uniformly of no avail. Among the obstetric cases, one of urobilinuria 
during pregnancy was cited where transfusion also proved useless, and one 
of puerperal hemorrhage during acute mania, where the procedure was 
successful. The object of normal saline transfusion was the single one of 
raising defective blood-pressure. The best time for transfusion was stated 
to be during the course of the operation, the quantity of fluid used being 
as much as seven pints by the intravenous method in one instance. The 
comparative results of physiologic and therapeutic transfusion were given, 
and the author’s compact instrument for intravenous or subcutaneous 
transfusion demonstrated. 
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NORTH OF ENGLAND OBSTETRICAL AND GYNACOLOGICAL 
SOCIETY. 


Meeting held at Manchester, Friday, April 14th, Dr. Luoyp Roserts, 
President, in the Chair. 


METRORRHAGIA ASSOCIATED WITH Haw MAtTOMA Ovaril. 


Dr. J. B. Heiier (Leeds) mentioned the case of a nursemaid aged 26, 
whose menstrual periods had always been regular. A week after the 
cessation of a normal period she began to lose blood, and continued to do 
so for 10 days, until fainting occurred. The uterus was dilated and 
curetted, and was found to be empty. A cystic swelling the size of an egg 
was felt to the left of the uterus. On abdominal section, this was found 
to be a non-adherent ovarian cyst full of blood. The case illustrated the 
frequently-observed connection between internal and external hemorrhage. 


Cancer OF THE Corpus UTenrt. 


Dr. Watts (Manchester) mentioned three cases of post-climacteric 
hemorrhage, with enlargement of the uterus, in which vaginal hysterectomy 
was successfully done. In one case the patient had been curetted some ten 
months before, when the scrapings were pronounced simple by two com- 
petent microscopists. After removal, each of the three uteri was found to 
be the seat of malignant disease of the body. Microscopic sections of each 
were shown. Dr. Walls considered that in cases of this kind examination 
of the cavity of the uterus as a preliminary to vaginal hysterectomy was 
superfluous, 

Dr. Briaas (Liverpool) said that formerly he used to explore the cavity 
of the uterus before doing hysterectomy in cases of this kind, but he was 
not now in the habit of doing so, as it was impossible to say on histological 
grounds whether any particular uterus was, or was not, the seat of 
malignant disease. 

Dr. Garner (Preston) recalled three cases of post-climacteric 
hemorrhage, in which local treatment was followed by recovery, and in 
which hemorrhage had not recurred, although over two years had elapsed. 
In the first case the uterus was curetted, in the second intra-uterine 
applications of adrenalin were employed. He did not think hysterectomy 
without preliminary exploration of the uterus was justified by post- 
climacteric bleeding. 

Dr. Fornercaitt (Manchester) thought there was a well-recognised 
condition called by some “senile hemorrhagic endometritis,” in which 
there was continued and severe bleeding after the menopause. He 
mentioned an illustrative case of profound secondary anzmia due to this 
condition which recovered completely after a single curetting, when 
microscopic examination showed no malignant disease. He agreed with 
Dr. Garner that hysterectomy without previous examination was not 
justitied. 

Dr. Wavrer (Manchester) had met with many instances in which a 
correct diagnosis could not be made by microscopic examination of 
scrapings. In view of the undilatable condition of the cervix in the senile 
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uterus, he proposed to incise the anterior wall of the cervix, and, if 
necessary, of the lower uterine segment, sufficiently to give access to the 
uterine cavity. The diagnosis being thus made, the uterus could be 
removed or sutured according to the requirements of the case. 


Ha#MATOMATA OF THE Broap LIGAMENT. 


Dr. Gorpvon FitzGEraup (Manchester) mentioned the case of a multipara 
aged 42, who had not menstruated for 12 months, but had had a blood- 
stained vaginal discharge for three months. The uterus was pushed 
forward by a rounded elastic mass the size of an orange. On abdominal 
section numerous old adhesions were found. The right tube was as thick 
as the ring finger, and twisted. There was no free blood. The mass was 
found to be a hematoma of the broad ligament, quite separate from the 
tube, which showed no trace of rupture, though it contained the remains of 
blood-clot. In the centre of the hematoma, which had four thick walls, 
there was a small cavity. There was no proof that the condition was due 
to ectopic pregnancy, and the origin of the hematoma remained obscure. 


RvuptuRE OF THE BLADDER IN THE First or Lapowr. 


A case was described under this title by Dr. F. B. GriuspaLe 
(Liverpool), a report of which appears as an original article in the May 
number of this JoURNAL. 


REMOVAL OF THE UTERUS FOR CERVICAL CANCER BY THE ABDOMINAL RovuTE, 
wiItH DISSECTION. 


Dr, A. J. Watuace (Liverpool) discussed the anatomical relations of 
the ureters and the lymphatic vessels and glands in the pelvic connective 
tissue, and then described the operation employed. The Trendelenburg 
position is essential, and the intestine is packed off from the pelvis. The 
infundibulo-pelvic and round ligaments are divided between double 
ligatures, and the four gaps thus made are connected by division of the 
peritoneum. The bladder is then separated from the uterus. The ureters 
are then exposed and separated from the internal iliac arteries, which are 
dissected bare and ligatured at the middle of their course. The ureters 
are traced forward, so that when the point of entry of the bladder is 
reached they can be lifted up to the pelvic brim. This cannot be done 
until the parametric tissues have been dissected from the pelvic walls and 
bladder. The uterine artery is ligatured, divided, and the distal portion 
gathered with the connective tissues toward the uterus. The dissection is 
continued until the upper half of the vagina is free. The patient is then 
placed in the lithotomy posture, and the uterus is drawn down until the 
upper part of the vagina is inverted. This is then cut through, and the 
uterus is pulled out. The pelvic cavity is tightly packed with gauze. 
Dr. Wallace then described ten cases in detail. There were three deaths. 
He is inclined to regard the combined radical operation as the one which 
offers a more reasonable chance of success than any other, provided that 
its application be restricted to suitable cases. 

The Prestpent complimented Dr. Wallace on his skill and perseverance. 
He hoped the operation would not become popular, as the technical skill 
required was obviously too great to be acquired by more than a few 
operators. 
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Sir W. J. Sinciarr thought the operation was never justified. The 
operable cases could be treated by vaginal hysterectomy, and cases too far 
advanced for this were not operable at all. He applauded the straight- 
forward and honest way in which Dr. Wallace had recorded the cases, while 
regretting very much that he had done the operations. 

Dr. Lea remarked that Sir William Sinclair was in the habit of 
removing by vaginal hysterectomy uteri which the majority would regard 
as unfit for operation. It was for these cases that Dr. Wallace preferred 
the abdominal route. 


Dr. Briaas had not done the operation, nor had he any present 
intention of doing it. 


GLASGOW OBSTETRICAL AND GYNAZCOLOGICAL SOCIETY. 


Meeting Wednesday, April 26th, the President, Dr. J. K. Keuuy, in the 
Chair. 


The following showed specimens :— 


Dr. J. Munro Kerr: (1) Ovarian Cyst with Torsion of Pedicle; patient 
had attacks of acute pain; (2) Myoma of Uterus; patient aged 44, three 
children, four miscarriages, had excessive bleeding at menopause ; removed 
by supra-vaginal amputation ; (3) Myoma of Uterus, removed by supra- 
vaginal hysterectomy; very rapid growth simulated pregnancy, patient 
aged 30; (4) Uterus with Fibroid. 

Dr. Scorr Macargcor: (1) Dilated Fallopian Tube, probable tubal 
preguancy ; (2) Knlarged Cervix from Follicular Changes. 

Dr. J. K. Keuiy: (1) Multiple Myomata of Uterus; (2) Tubercular 
Pyosalping ; (3) Large Pyosalping. 

Dr. Baurour Marsuaui: Fibroid Filling whole Cavity of Uterus, 
sausage-shaped, hydrosalpinx also present. Total hysterectomy. 

Dr. S. J. Murvocu Camsron gave a lantern demonstration of a series of 
photographs and drawings illustrating Tas GrowtH oF FisRorps OF THE 
Uvsrus, with the various pathological changes which they undergo. He 
showed a chart giving a hundred cases of fibroids with their ages, relative 
sterility, ete. The average age for patients who had been the subjects of 
this condition was between 40 and 50. Dr. Cameron demonstrated some 
lurge ovarian fibroids, and also fibroids of the broad ligament, their naked- 
eye appearance and microscopic structure. He showed numerous photo- 
micrographs illustrating the changes which take place in uterine fibroids, 
such as necrobiosis, and also subsequent sarcomatous degeneration. 
Fibroids with adeno-myomatous conditions present were found in a few 
cases. Complications such as pregnancy and inversion of the uterus were 
fully demonstrated. 

Dr. Munro Kerr, in discussion, said the secondary sarcomatous 
degeneration in some of the cases was of great interest; he had found 
adenomatous changes in the endometrium in most cases of uterine fibroids. 

Dr. McLxunnon, Dr. Keuiy, and Dr. Louiss, of Stroy, also spoke. 

Dr. Cangron replied. 
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Reports of Societres 


EDINBURGH OBSTETRICAL SOCIETY. 
Meeting held May 10th, Dr. Brewis, President, in the Chair. 


Dr. Forpyce showed for Dr. Barsour Two Large Malignant Ovaries. 


The exact nature of the tumours had not yet been determined by the 
pathologists. 


Dr. Hauitain showed—(a) Uterus, the Seat of a Large Calcareous 
Fibroid, in which acute axial rotation had taken place; (>) Chronic Twist 
of the Pedicle of an Ovary, showing infection; (¢) Chronic Twist of a 
Dermoid Ovarian Tumour; (d) a Cyclops Futus; (e) @dematous Intra- 


ligamentary Fibromyoma; (f) Two Placenta, with cedematous insertion of 
the cord. 


Dr. Forpyce showed a Degenerating Fibroid, removed by hysterectomy 
four and a half weeks after full-time labour. The tumour had become 
much less since the labour, but as it was giving rise to urgent symptoms it 
was removed. 

Dr. Lamonp Lacxrz showed a Fibroid Tumour, removed by hysterectomy. 
The patient had her second child eight months ago, when it was only the 
size of a hen’s egg. The tumour had grown rapidly, as before operation it 
was the size of a five months’ pregnancy. It proved very soft and vascular. 

Sir Hatiipay Croom read a paper on Some Curiosities oF CurETTING. 
He first of all discussed some considerations concerning cancer generally, 
with special reference to the etiology. He did not believe in the organismal 
theory of cancer. He pointed out the importance of having every scraping 
removed from the uterus examined microscopically, and further, he 
thought it only fair to the pathologists that the surgeon should give a short 
history of the case and of the symptoms before expecting an opinion. 
Sir Halliday then referred to some possible mistakes made by the 
microscope, and gave illustrations of case in which an opinion of cancer 
had been given, and in which the cases proved to be non-malignant as the 
result of microscopic examination. On the other hand, he had repeatedly 
been able to remove a malignant uterus early in the course of the disease 
when he did not suspect cancer at all. Sir Halliday, in conclusion, 
mentioned some accidents of curetting, with special reference to perfora- 
tion; this accident, as a rule, did no harm. 


Dr. Haunrain was surprised that Sir Halliday had found cancer so 
frequently in nullipare—l3 per cent. of cases. He had seen only one 
case, and Emmet and other authorities had never seen a case at all. He 
agreed as to the value of microscopic examination of scrapings, and laid 
stress on the friability of the cervix on curetting as a valuable diagnostic 
point in cancer. He did not think that, as a rule, there was great ditlculty 
in differentiating between the scraping after an early abortion and that 
from malignant disease. As regards curiosities of curetting, he once had 
to open the abdomen and remove the half of a uterus; the other half had 
been scraped away by a practitioner. The patient recovered. 


Dr. J. W. BaLLantyye said it was not always wise to assume that the 
uterus was perforated when the sound or curette passed in too far. The 
instrument might have passed into the Fallopian tube. Some, too, believed 
that considerable inertia might occur in the uterus, so that it expanded, 
and the sound passed in further than expected. 
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Dr. Micuagt Dewar endorsed every word Sir Halliday Croom had said 
about the absolute necessity of examining all cases of suspicious 
hemorrhage. 

Dr. Haic Fercuson thought that nurses should be carefully taught the 
early symptoms of cancer, as patients often consulted them in the first 
instance. That would bring cases earlier to the surgeon. He had seen 
two cases of amenorrhcea following curettage. 

Dr. Forpyce said he relied greatly on the clinical examination in the 
diagnosis of cancer. He had once perforated the uterus with the curette, 
but it did no harm, 

Dr. Lamonp Lacxre said that though curetting was sometimes dis- 
appointing in its results, it often accomplished more than one was justified 
in expecting. Recently he had curetted an acute septic case, in which there 
was acute pelvic peritonitis with effusion, and since he found very little 
débris in the uterus he was surprised to find that the temperature fell to 
normal, and the patient got quite well in a very short time. 

Sir Hatumay Croom, in reply, said he had seen dozens of cases of 
cancer with an untorn cervix. He did not think the test of friability of 
the cervix as diagnostic of cancer could be depended on. Sometimes 
curetting did harm ; he had seen cancer develop in a uterus after curetting. 
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Reviews of Recent Books 


REVIEWS OF RECENT BOOKS. 


Tue Cancer Prosiem 1n a Nutsueiy. By Robert Bell, M.D., F.F.P.S., late 
Senior Physician to the Glasgow Hospital for Women. Crown 8vo., 
pp. 39. London: Bailliére, Tindall and Cox, 1904. Price 1s. 

The author states that he has published this pamphlet in the hope that 
it will prove to be the means of encouraging the general practitioner to 
treat his cases of cancer by therapeutic measures and to protest against 
the use of the knife, which never succeeds in giving permanent relief, but, 
on the contrary, more frequently adds to the patient’s sufferings and 
shortens her life. He does this in face of the unanimous opinion held by 
practically all recognised authorities, that the growth should 
first of all, if possible, be thoroughly eradicated, and any therapeutic 
measures thought worthy of a trial should be prescribed afterwards, and 
who have pointed out time after time that if general practitioners would 
only advise operative measures at the earliest possible moment instead of 
delaying until the condition is more or less hopeless, the percentage of 
cures would be much greater. The author is apparently ignorant of the 
fact that a large number of cases have been cured by operative procedures, 
whereas the cures resulting from therapeutic measures are so few that they 
may be regarded, together with those cases that have recovered with no 
treatment at all, as curiosities. 

The subject matter deals principally with the great value of a healthy 
thyroid gland and the haneful effects of constipation, to which all will 
agree, together with a few remarks on X-rays, formalin, and saccharomysis. 
Dr. Bell considers that malignant disease is due to the thyroid not acting 
properly, together with the resulting constipation, and states that he has 
cured several cases by the administration of thyrocol and salicylate of soda, 
the latter to kill the saccharomysis. He complains of one gentleman who 
treated several cases of cancer with thyroid, to no purpose, that he had 
not read his (the author’s) writings, and did not administer the drug 
properly. We wonder whether he has ascertained from the other gentleman 
whom he quotes with approval, as having used salicylate of soda, the 
ultimate results of his extensive trial. 

The following extract is preposterous:—‘“I therefore appeal to him, 
who alone has the best interests of his patient at heart.” The gentleman 
referred to is the general practitioner ; the italics are our own. 

The following opinions are interesting:—The microscope has proved 
of but little use as a help to diagnosis. Malignant disease never manifests 
its horrible presence till maturity has been attained. The truth of such 
statements is, of course, purely retrospective. Nowadays microscopes are 
better made and diagnosis is more exact than in years long past. 

We are, however, very glad to be in entire accord with the author 
when he says, “I would venture to protest against unqualified persons 
employing a therapeutic agent of great potency, which so many so-called 
electro-therapeutists are at present doing. I hold that when X-rays are 
employed therapeutically they should in every instance be under the 
supervision of a legally qualified person ;” and we think that the General 
Medical Council or the British Medical Association might very well turn 
their attention to some means of putting an end to the present disgraceful 
state of affairs. 

Licnt Eneray. By M. A. Cleaver, M.D. London and New York: 

Rebman, Ltd., 1905. Price 21s. 
This work combines in one volume all that is at present known of the 
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physiological action and therapeutic effect of light. The physics of light 
and heat are fully and clearly described, and there are chapters on their 
action on vegetable organisms, bacteria, and the higher organisms. The 
physical effects on the skin, circulation and nervous system are very 
thoroughly gone into, and are of considerable value. The volume is 
very profusely illustrated with all the different varieties of apparatus 
for utilising light energy, and each is carefully described, but whilst 
congratulating the authoress on the great pains she has taken with regard 
to this part of the work, we cannot help thinking that it is rather 
too long to be useful, and that it would have been simpler to describe 
only those which, in her experience, gave the most satisfactory results. 

There is also an interesting chapter on radio-active substances, giving 
a description of their physics and physiological action and oi their 
therapeutic value. This book should be carefully studied by all those 
interested in electro-therapeutics. 


Tue PrincipLes anp Practice or Asgpsis. By Arthur Styles Vallack, 
M.B., Ch.M. (Sydney), L.M. (Rotunda), Surgeon to the Berrima 
District Hospital, New South Wales. Foolscap 8vo., pp. 105. 
London: Bailliére, Tindall and Cox, 1905. Price 2s. 6d. 

A perusal of this book leaves the reader with the impression that the 
author has been entirely successful in the task that he evidently set himself, 
namely, to prove how in practice an entirely efficient system of asepsis for 
operating purposes can be carried out by anyone with a minimum of 
trouble and expense, and how that, compared with asepsis, antisepsis is 
not only unsatisfactory, but oftimes positively harmful. 

The book is full of good things; there is no padding, and on every 
page there is some useful piece of information to arrest the attention. 
Special stress is laid on three points—firstly, the importance of conserving 
tissue resistance ; secondly, the inadvisability of contaminating the hands 
with microbes of high virulence; and, thirdly, the extreme difficulty of 
sterilising catgut. With regard to the first, the author points out that 
among other things, such as cold, bad health and rough handling of 
tissues, the various antiseptics in general use, lowering tissue resistance 
as they undoubtedly do, are not only useless but harmful. With regard 
to the second point, an unbiassed reader must come to the conclusion that— 
what is already known to so many, and practised by so few—it is in the 
highest degree reprehensible when operating not to use indiarubber gloves, 
which can be sterilised by a few minutes’ boiling, both in aseptic and septic 
cases ; aseptic because it is impossible by any known means to render the 
hands pure, and septic because otherwise the hands may become 
contaminated with micro-organisms which may cause the death of the 
next patient operated on ; one or two startling examples being given of this. 
Lastly, the author is of opinion that the catgut sold by various firms as 
sterilised should not be used until it has been re-sterilised, and gives 
interesting reasons for this opinion. Full directions are given, with all 
the necessary details, for the performance of an aseptic operation from 
start to finish, and the dangers of neglecting the various stages are clearly 
and briefly indicated. 

We are of opinion that a book such as this should be in the 
possession of all medical students and nurses, nay even of many operating 
surgeons, since we are convinced that many of the latter would obtain 
much better results if they only would follow the simple directions to be 
found in its pages. We have seldom met with a book that contained so 
much value in so little space. 
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Adenoma of the endometrium, 72 

Adeno-myoma of the uterus, origin of, 
436 

Adhesion of the placenta, 283 

Adhesions, abdominal pain from, 488 

Anesthesia in labour, use of spinal, 54 
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143 
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British Gynecological Society, 72, 150, 
223, 297, 380, 444 

Broad ligament, fibromyoma of the, 376 

— — hematomata of the, 447 
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— the involvement of the Fallopian 
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ADVERTISEMENTS. 


THE BEST FORM OF IRON 


For Anzmics is undoubtedly Bi-Palatinoids of Ferrous Carbonate. 
Actual size open. 


Actual size closed. 


WHAT BI-PALATINOIDS ARE: 


Bi-Palatinoids are dosnt soluble cachets of glycerine jujube, divided into two chambers 
by an impermeable, soluble ‘septum of the same material. 

Within a few seconds of geen the stomach, the Bi-Palatinoid opens like an oyster by 
the eversion of its two halves, so that the contents are —— simultaneously, and, in 
the case of the iron and alkali of Blaud’s Pill, these interact and produce the nascent white 
ferrous carbonate within the stomach itself, and recent research has proved this salt to be the 
most readily assimilated of all the compounds of iron. 

Psy Jrom the official report of the Grant’s Committee of the British Medical Association 

per of scientific research :—‘** Carbonate of iron in the form of the ‘ Bi- 
Paratidos ’ Blaud’s Pill, gave the best results compared with other preparations 
of iron containing an equivalent amount of the metal.”’ 
Three favourite formule : 
1. Ferrous Carbonate (equiv. to Pil. Blaud 1). 2. Ferrous Carbonate and Arsenate. 
B Pil. Blaud 1. Sodii Arsenatis Anhyd. gr. 1/32. _ 3. Ferrous Carbonate, Arsenate, and 
Nux Vomica. B Pil. Blaud1. Sodii Arsen. Anhyd. gr. 1/32. Eat. Nucis Vomice gr. }. 
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ADVERTISEMENTS. 


A Peptonised Food that can be made in a minute, 


the addition of boiling water only being necessary. 
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CEREAL 


MG 


(Pancreatised ) 


By the use of the “‘Allenburys” Diet all trouble © 
of peptonising milk and farinaceous foods is_ over- 
come. For the sick room it is invaluable as the 
food is easily digested and assimilated, and only 
the exact quantity required need be prepared at a 
time. 

The“ Allenburys” Milk Cereal Diet is made 
from pure milk; rich in cream, and whole wheat 
both ingredients being pre-digested during manu- 
facture. It can be taken by those who cannot 
digest cow’s milk, and provides a light and very 
nourishing diet for Invalids, Dyspeptics and the 
Aged. 
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